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ARTHUR C. BELL, M.B., B.S. (Lond.), F.R.C.S. (Eng.), 
M.C.O.G. 


Surgeon to Oul-Patients, The Chelsea Hospital for Women; 
Surgeon to Out-Patients, Queen Charlotte’s Maternity 
Hospital; Obstetric Tutor, Charing Cross Hospital. 


DURING the past few. years much has been written on the 
relative merits of hysterectomy with and without conservation of 
the cervix. This paper represents an attempt to assess the merits 
of these operations as judged by the mortality, morbidity, and 
sequelae, attendant upon them. Excluding Wertheim’s operation 
for carcinoma of the cervix, no case submitted to hysterectomy 
by the abdominal route, during the period under review, has been 
omitted from this series. 

The operations have been performed by the honorary staff of 
the hospital, and comprise the work of 14 gynaecological surgeons 
with their individual variations in technique. The operative 
results are, therefore, representative of the risks of hysterectomy 
in modern gynaecology. The cases are consecutive and unselected, 
and include many in which hysterectomy was performed incident- 
ally, in the course of other pelvic operations. A fair proportion 
of the cases were poor surgical risks, including, as they did, many 
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cases of malignant disease, as well as a few cases of acute 
surgical emergency. 

The cases have been analysed according to the diagnosis, 
nature and extent of operation, age, incidence, parity, morbidity, 
and mortality. It is hoped that the inclusion of these analytical 
tables will be of more value than the mere amplification of the 
subject matter of the paper. The sequelae of the operations of 
hysterectomy are considered at the end of the paper. These, 
however, are merely the sequelae as encountered in the In-Patient 
Department of the hospital during the decade; they do not neces- 
sarily represent the sequelae of the hysterectomies actually under 
review. In addition, as a matter of interest, the operation of 
myomectomy has been analysed from the same standpoints. 

The standard of morbidity used throughout includes patients 
whose stay in hospital after operation was prolonged for more 
than 21 days in the case of the subtotal operation, or 25 days in 
the case of the total operation. The delay in discharge from 
hospital in each case was the result of post-operative complica- 
tions. Deaths are not included as morbid cases. 


Gross ANALYSIS OF CASES. 

Ot the 2,244 hysterectomies, 1,739 or 74.2 per cent were 
supravaginal in nature, and 605 or 25.8 per cent were total 
abdominal operations. There were 359 morbid cases in the 
subtotal group, representing 20.6 per cent. The deaths in the 
same group numbered 37, giving a mortality rate of 2.1 per cent. 
In the consideration of the operations of total hysterectomy, the 
morbid cases numbered 164, or 27.1 per, cent, and there were 19 
deaths in this group representing a percentage mortality of 3.1. 
Of the 1,739 subtotal operations, 835 were performed on 
nulliparae and g14 on parous women. The corresponding figures 
for the total operations were 153 and 452 respectively. 


DETAILED ANALYSIS OF CASES. 

The cases have been considered trom two points of view : 

(a) According to the extent of the cperation performed. 

(b) According to the indication for operation. 

(a) In Tables I. and Il. the cases are grouped in each class 
according to the extent of the operation pertormed. 

The tables are self explanatory and, as would be expected, 
the mortality and morbidity in each class rise in direct ratio to 
the extent of the operation, the one exception to this being in 


Fable Ile, where the figures are small and the cases obviously 


selected. 
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(b) In Tables III. and IV., an extended analysis is given of 
the indications for the operations in the two classes, subtotal and 
total hysterectomy, respectively. 


SUBTOTAL OPERATION, 

In this series, in 1,159 cases, or 66.6 per cent of all cases, the 
operation was performed for fibromyomata. Next in order of 
frequency is chronic metritis. This term has been used col- 
lectively to include all cases of chronic subinvolution and allied 
benign conditions ; 299 cases, or 17.2 per cent, are included under 
this heading. In 12 cases in which the pre-operative diagnosis 
was a benign condition, subsequent pathological examination of 
the uterus after removal, revealed the presence of carcinoma of 
the body of the uterus in nine cases, and of sarcomatous change in 
three. Supravaginal hysterectomy was performed in 34 cases of 
malignancy. In 12 of these the malignant disease was situated 
in the uterus, and was unsuspected as previously outlined. Of 
the remaining, 20 cases of malignant ovarian tumours, one of 
carcinoma of Fallopian tube, and one of carcinoma of the colon 
adherent to the uterus, were subjected to the operation in associa- 
tion with bilateral salpingo-o6pnorectomy. Possibly a reflection 
is cast upon the medical aspect of gynaecological treatment when 
it is seen that 75 cases of menorrhagia and 16 of intractable 
dysmenorrhoea have required hysterectomy. It is, however, 
satisfactory to note that none of these patients died. For benign 
disease of the appendages, the uterus was removed subtotally on 
116 occasions; 74 for tubal infection, 16 for ovarian and broad 
ligament cysts, and 26 for endometriomata. The table 
shows that, during the past 10 years, radium has supplanted 
hysterectomy in the treatment of uncomplicated but intractable 
menopausal haemorrhage. The cases of cyesis, pelvic cellulitis, 
and possibly one vesicular mole, subjected to the operation, show 
that gynaecological diagnosis is not yet intallible, and the cases of 
uterine rupture and haematometra illustrate the possible sequelae 
of cervical operations. 


TOTAL OPERATION. 

In this group 222 cases, or 36.7 per cent, were performed 
for chronic metritis and cervicitis, whereas tor fibromyomata 
the figures were 172 and 28.4 respectively. Carcinoma of the 
body of the uterus accounts for 123 cases, representing 20.3 per 
cent. In six cases, representing one per cent of the group, 
unsuspected carcinoma of the cervix was found on pathological 
examination after operation. Of the 605 operations performed 
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150, or 25 per cent, were for malignant conditions. The malignant 
disease was situated in the uterus in I41 cases, and was extra- 
uterine in nine cases, seven of which were ovarian, one tubal, and 
one colonic with utero-colonic fistula formation. For benign 
disease of the appendages, the uterus was removed totally in 16 
cases, of which nine were for tubal infections, four for simple 
ovarian tumours, and three for ovarian endometriomata. In a 
number of cases, including post menopausal haemorrhage, leucorr- 
hoea, and dysmenorrhoea, the total operation was performed 
because of the co-existence of an unhealthy cervix with the uterine 
symptoms. 


COMPARISON OF THE TWo OPERATIONS. 

The most frequent indication for operation was the presence 
of fibromyomata, and of 1,331 cases submitted to hysterectomy, 
no less than 87.1 per cent of these cases were subjected to the 
subtotal operation, and in 12.9 per cent only of the cases was 
total hysterectomy performed. It will be seen from these figures 
that it is the usual practice of the hospital to conserve the cervix 
in the treatment of uterine fibromyomata, unless the tumour be 
cervical or’ the cervix unhealthy. In view of this, it will be seen 
that parity increases the incidence of the total operation. This 
choice of operative procedure, it is felt, is justified, when one 
considers that the subtotal operation for fibroids has a lower 
mortality when compared with the total operation in spite of the 
fact that it includes those patients who were poor operative risks. 

The association of parity with ‘“‘ chronic metritis ’’ is borne 
out by the fact that 93 per cent of these cases were parous. The 
preponderance of cervical disease, due to childbirth, also explains 
the comparatively high incidence of the total operation which 
was performed in no less than 42.6 per cent of these cases. 

The figures relating to carcinoma of the body of the uterus are 
interesting In that they support the belief that this is essentially 
a postmenopausal condition. From the figures, it does not 
appear that parity influences the incidence of the disease, but 
such a conclusion cannot be arrived at without the knowledge of 
the statistics relating to the relative proportion of nulliparae 
among the postmenopausal population. 

It will be seen that advancing years with its increased risk of 
carcinoma, accounts tor the fact that 41.5 per cent of the patients 
subjected to total hysterectomy were over the age of 50 vears, 
whereas the corresponding figure in the subtotal group of cases 
was only 14.6 per cent. This must somewhat adversely affect the 
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mortality rate of the total operation, but the nature of this disease 
demands the more extensive operation, 


MORBIDITY. 


tandard as defined carlier in this paper, the fol- 
Ing Constitutes the gross morbidity rate: 


Using the 


I. Subtotal operation (1,739 cases). Morbid, 359 cases -20.0 
PEP cent 


Potal operation (005 cases). Morbid, 164 cases—27.I per 


Cebit 


Phe gross morbidity over all cases shows that the convalescence 


less smooth atter the total than after the subtotal operation. 


TABLE \V 


f total and sublotal operations. 
Phis table in whose stey in hospital after operation was 
prolonged tor case of the sub-total operation, or 25 
days tn the case of the total of 1 Fhe delay in discharge from hospital, 
tthe Ol post-operative complications. 


tal operation Total operation 


Number Percentage 
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Thig is more noteworthy in view of the fact that four extra days 
have been allowed for the normal convalescence after the total 
operation, in the standard of morbidity used. Considering the 
morbidity associated with the diseases in which the numbers are 
adequate, the morbidity runs parallel in the two operations, except 
in cases in which sepsis is already present before operation—either 
vaginal or intra-pelvic sepsis. This is illustrated by the fact that 
the morbidity rate for fibroids is similar in the two operaticas, 
whereas ‘‘ chronic metritis’’ associated with cervicitis, has a 
higher morbidity following the total operation. The morbidity 
rate increases with the extent of the operation performed except 
in the case of Table IIc. in which the numbers are small and the 
cases selected. 

In a large proportion of the cases the causes of morbidity are 
unknown. This is due either to insufficient da/a being present in 
the case-notes, or to the presence of some abnormality which pro- 
longed stay in hospital was for domestic, or other reasons, which 
could not be grouped strictly as morbid, although these causes 
have been excluded so far as possible. In this way it is possible 
that the morbidity rate appears somewhat higher than it should. 
All operations resulting in death have been excluded from this 
table. Wound sepsis was the commonest cause of prolonged stay 
in hospital in both operations, and the cases, while mostly of a 
mild nature, included some of diffuse infection. | Pulmonary 
complications appear to be rather more common following the 
total operation, and included pulmonary embolism, bronchitis, 
pneumonia and pleurisy. The incidence of femoral thrombosis 
was identical in the two groups, while contrary to expectations, 
urinary infections, pyelitis and cystitis, appeared to be more 
frequent after the subtotal operation. Post-operative rupture of 
the abdominal wound occurred twice as frequently after the total 
operation, and pelvic cellulitis here also showed a higher incidenc: 
Considering the size of the series under review, it is satisfactory 
io note that peritonitis, pelvic abscess, secondary haemorrhage, 
intestinal obstruction, faecal fistula formation and septicaemia 
occurred very rarely after either operation. The remaining 
causes of morbidity, tonsillitis, cerebral thrombosis, auricular 
fibrillation and acute dilatation of the stomach, were of such rare 
occurrence as to constitute negligible risks when the size of th 
series is considered. Primarily infected cases, of necessity, show 
a high morbidity rate, while the cases of malignant cachexia were 
also not unexpected in view of the fact that these were all cases o| 
malignant ovarian tumours of an advanced nature. 
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Owing to the fact that it has not been possible to ascertain 
the exact cause Of morbidity in a considerable proportion of cases, 
especially in the total group, it necessarily follows that the per- 
centages given under the respective causes of morbidity are low, 
more particularly those following the total operation. It is 
possible that the more extensive operative dissection necessitated 
by the total operation accounted for this increased morbidity rate. 
It has been impossible to estimate, in considering this operation, 
the relative merits of closure or non-closure of the vagina, owing 
to the tact that different techniques have been employed, some- 
times by the same surgeon, and in some cases the case-notes do 
not indicate this. Individual variations in technique in other 
respects also, appeared little to affect the morbidity rate. 


MORTALITY. 


rasB_E VI. 


mortality Gross analysis of deaths. 


Subtotal Total 


hysterectomy Nvsterectonlyv 


this table ts) selt-explanatory, and compares the gross 
inortahity attendant upon the two operations. 
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From this table it is seen that the mortality rate, like the 
morbidity rate, increases in direct proportion to the extent of the 
operation performed, except in the one group in which the 
numbers are too small for accurate conclusions to be deduced. 
The causes of death in each of the above three groups have been 
analysed, but it has been found that the modes of death were 
evenly distributed over the three groups, and it was felt that a 
useful purpose could not be served by further subdividing the 
following table which gives an analysis of the causes of death. 


Tasie VILL. 
Analysis of causes of death. 


Subtotal hysterectomy Total hysterectomy 


Number Percentage Number Percentage 
Cause of death of deaths of deaths of deaths of deaths 


Pulmonary embolus _... we 13 
Shock ve ies i. Ses 6 
Reactionary haemorrhage 
Paralytic ileus 

Peritonitis aes 

Intestinal obstruction ... 

Cardiac failure 

Septicaemia 

Pneumonia ... 

Diabetic coma 

Malignant cachexia 


ol 


35: 


mt wt th NS 


we Uw ou 
mi 5d Sd a ae 
wun uw 


tN 


Total 


This table compares and contrasts the individual causes of 
death following the two operations. 

Pulmonary Embolus. It is a striking fact that this complica- 
tion accounted for one-third of the deaths following the subtotal 
operation, while in the case of total hysterectomy it caused death 
in only ro per cent of the fatal cases. Deaths from this condition 
after the subtotal operation occurred, with only two exceptions, in 
women over the age of 40 years, the average age being 48.4 vears. 
This would appear to indicate that the risk of this condition 
increases with advancing years. A further investigation into 
these 13 deaths revealed the fact that in To cases the indication for 
operation was uterine fibroids. It appears, therefore, that 
embolism is more likely to follow subtotal hysterectomy for 
fibroids than for any other condition. In estimating the seasonal 
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incidence of this complication, it was found that the 13 deaths 
occurred as follows: December three, February three, April five, 
June one, July one. Deaths did not occur in the months August 
to November inclusive. 

Shock. All the cases with a fatal termination due to shock 
were complicated operations associated with haemorrhage in some 
cases, and with advanced malignant growths in others; while in 
one case the patient was operated upcn for acute intestinal obstruc- 
tion due to multiple adherent fibroids, after having previously 
been explored and closed as inoperable on two occasions else- 
where. 


Haemorrhage.—Contrary to expectations there 


was not a death trom this cause following the total operation. 
In one of the five fatal cases following the subtotal operation, 
the haemorrhage arose from an extra-peritoneal vessel in the 
abdominal wall producing a large extra-peritoneal eftusion of 
blood. Tn three of the remaining four cases the bleeding occurred 
from the ovarian pedicles, and in the remaining case from the 
uterine pedicle. 


Reacitonary 


Paralylic Ileus and Pernitonitis both show a higher incidence 
after the total operation, due probably to increased operative 
manipulation and risk of sepsis. In two cases the intestine was 
injured at the time of operation, 


lnutestnal Obsiructton ot mechanical origin was only rarely a 
fatal complication. 


VWalignant cachexia accounted for over 15 per cent of the 
deaths in the total hysterectomy series. All these latter cases were 
very advanced at the time of operation. 

Post-operative pneumonia accounted tor one death in each 
series and cardiac failure ter five per cent of the deaths in each. 

fhe patient who died trom septicaemia was suffering from 
puerperal parametritis. She was explored on the assumption that 
it Was a fibromyoma undergomy necrobiosis. Phe death from 
liabelic coma tollowed subtotal hysterectomy tor fibromyomata 
ina patient who was known to be a diabetic. Pre-operative diet 
and administration of insulin failed to avoid the fatal issue. 

Of the 1,739 subtotal hystercctomies it is found that 1,705 were 
performed tor sunple conditions, and 34 tor mahgnant tumours. 
Phe number of deaths in the simple series was 33, and in the 
malignant series four, making a mortality rate of 1.9 per cent and 
11.5 per cent respec tively. 

Ot the 605 total Operations, 455 were fot simple conditions and 
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150 for malignant tumours. The number of deaths in these series 
were II and eight respectively, giving a respective mortality rate 
of 2.4 per cent and 5.3 per cent. 


REVIEW OF LITERATURE. 

In reviewing the literature of recent years much has been 
published concerning the relative merits cf the two operations 
discussed. The three papers covering the largest series of un- 
selected cases of varying pathology are those of Fullerton and 
Faulkner', Weibel’ and Amreich*. In two of these it is interest- 
ing to note that the mortality following the subtotal operation was 


slightly higher than that following total hysterectomy. The 


papers of Shaw', Masson* and Burch and Burch all cover 
smaller series, and all show marked variations in the operative 
mortality, ranging from 5.9 per cent to 1.3 per cent for the total 
operation, and from 4.4 per cent to 1.7 per cent fer the subtotal 
operation. For the purpose of comparison of mortality the fol- 
lowing table is inserted : — 


‘TaBur EX. 


Number 
Author Subtotal 


Fullerton and Faulkner 
W. Fletcher Shaw 
Weibel 

Amreich 

Masson ; ; 
Burch and Burch 
Read and Bell 


With the exception of the present paper and that of Amreich 
none of the above publications shows the mortality. following 
hysterectomy for various diseases. Hysterectomy was pertormed 
for uterine fibromyomata in 57 per cent of all cases of the pres« 
authors’ series, whereas Davis and Cusick’, as a result of a 
questionnaire circulated to 45 gynaecological clinics in America 
and Canada, found that 72 per cent of the hysterectomies were 
performed for fibromyomata. Owing to the tact that fbromyoma 
constitute the commonest indication for hysterectomy, and tl 
the choice of Operation, subtotal or total, as a routine, is 
unsettled, the mortality figures tor the two operations in 
present series are compared with those of Spencer’, Ma 
Lockyer'’, Miles Phillips’, and Amretch 


may 
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JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


TABLE X. 
Hysterectomy for fibroids. 





Number of cases Percentage mortality 
Author Subtotal Total Subtotal Total 

Mayo and Mavo_.. 3085 1588 
Spencer 30 32 


5 
Lockyer ; if: 284 195 
Miles Phillips ... = - 255 
Amreich eh ee 624 
Read and Beli a 1159 


It is unfair to criticize the divergent results tabulated in Table 
IX., as the operations have been performed for varying condi- 
tions. It is, however, instructive to compare the mortality 
following the subtotal and total operations for fibromyomata 
shown in Table X. It will be seen that the figures of each author, 
with the one exception of Lockyer, show for both operations, a 
lower immediate operative mortality rate for the subtotal opera- 
tion. It must be admitted, however, that these immediate 
mortality figures show the comparatively small margin of safety 
conferred by resorting to the subtotal operation. It is possible 
that this margin of safety is more than neutralized by the incidence 
of carcinoma in the residual cervix in subsequent years. Amreich 
estimated that this complication occurred in 0.3 per cent of 
residual cervices after the subtotal operation. In addition, by the 
routine practice of the total operation, early and unsuspected 
carcinoma of the cervix, or of the body of the uterus, is removed 
in an appreciable percentage of clinically benign cases. Polak'* 
estimates the figure for cervical carcinoma to be as high as two 
per cent, while Munro Kerr’ found carcinoma of the body of the 
uterus in five per cent of 200 uteri removed by the total operation 
for clinically benign conditions. In the present authors’ series, 
undiagnosed malignant change was encountered in 12 cases, in 
nine of which the disease was carcinoma, and in three, sarcoma. 
Further, the majority of the sequelae of a simple nature following 
hysterectomy, are due to the retention of the cervix. These are 
considered later in the paper. It would appear, therefore, from 
the above, that the practice of the routine total operation for 
uterine fibromyomata as admirably advocated by Spencer‘, is 
more than justified by the elimination of subsequent deaths and 
disablement, due to conservation of the cervix. 


=f? 
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It has not been possible to compare the morbidity of the 
present series with that of other authors owing to a different 
standard of morbidity having been employed. Lockyer states 
that “‘ simple cases run as smoothly after the total as after the 
subtotal operation and purulent cases do better with vaginal 
drainage.’’ Lockyer’s views are borne out by the morbidity 
figures following hysterectomy for fibroids in the present series, 
there being a difference of only 0.5 per cent in the morbidity 
rate after the two operations. 


MYOMECTOMY. 

As the mortality following hysterectomy for fibromyomata has, 
in this paper, been shown to be 2 per cent. and 2.9 per cent. for 
the subtotal and the total operation respectively, it is interesting 
to compare these figures with the mortality figures following the 
operation of myomectomy. During the decade it was found that 
282 cases of fibromyomata had been subjected to the operation of 
myomectomy, with four operative deaths, giving a mortality rate 
of only 1.4 per cent. When reviewed from a morbidity stand- 
point, it is interesting to note that the morbidity rate is 16.3 per 
cent. It is satisfactory to see that both the mortality and the 
morbidity rates following myomectomy, are lower than those 


following either type of hysterectomy for fibromyomata. This 
undoubtedly justifies the performance of myomectomy in suitable 
cases, but the low figures, when compared with hysterectomy for 
fibroids, are due to the lower average age, and to the selected 
nature of the cases subjected to myomectomy. 


SEQUELAE OF THE TWO OPERATIONS OF HySTFRECTOMY. 

In an endeavour to assess, and to compare, the end results 
of the two operations, the case notes of the decade under con- 
sideration have been scrutinized for any patients admitted with 
sequelae following either operation. These cases represent the 
sequelae as met with in the In-patient Department only; they do 
-not represent the sequelae of the actual hysterectomies performed 
in the hospital, as many of the initial operations were performed 
elsewhere. It is probably fair to assume that these cases illustrate 
the relative proportions of subsequent disablement following 
hysterectomy. These numbers, it is realized, would be consider- 
ably augmented if all cases which required minor treatment, were 
traced in the Out-patient Department, but it has not been possible 
to do this. 
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From the above tables it is found that, whereas 45 patients 
returned for in-patient treatment after the subtotal operation, 
seven only returned after having had total hysterectomy per- 
formed. While it is admitted that the incidence of subtotal 
hysterectomy is higher than that of the total operation, return 
cases to hospital are twice as frequent after the subtotal opera- 
tion. In addition, it is interesting to note the varying pathology 
of the return cases. In the subtotal group there were Io cases 
of carcinoma of the residual cervix, one of which died in hospital, 
and it may safely be assumed that few of the remaining nine are 
alive. In addition to these cases, there were two of carcinoma 
developing in the residual cervix following the subtotal operation, 
when carcinoma of the body was present in a uterus, believed at 
the time of operation to be benign. From this it is seen that not 
only is subtotal hysterectomy more liable to remote complica- 
tions, but also that the mortality rate of the operation would be 
considerably raised if the deaths due to subsequent malignant 
disease of the cervix were included. In addition to these cases, 
five patients were subjected to the risks of subsequent abdominal 
cervicectomy as a direct result of conservation of, the cervix. 
In one case a large fibromyoma had developed in the residual 
cervix. Twocases developed acute intestinal obstruction of mecha- 
nical origin following the subtotal operation, and one terminated 
fatally. The majority of the remaining cases returning for treat- 
ment in this group, while not of a serious nature, required 
subsequent operative treatment. 

In contrast to the above it was found that the total operation 
was followed by sequelae, few in number, and benign in nature. 
The incidence of urinary fistulae was surprisingly low, accounting 
for only three of the seven return cases in this series. The 
remaining four cases of vaginal vault granulations were detinitely 
attributable to the use of silk in the neighbourhood of the vaginal 
vault. While it must be admitted that the urinary tistulae consti- 
tute relatively serious complications, it is satisfactory to note their 
low incidence, whereas the cases of vault granulations, although 
requiring subsequent operation, did not endanger the lite of the 
patient. 

Positive evidence has not been found to support the view of 


some authorities that dyspareunia and vaginal prolapse follow 
total hysterectomy. 


CONCTUSIONS 
After a consideration of the substanee of this article 
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with a careful survey of all the material available during this 
investigation, the following conclusions have been formulated :— 

1. Each of the two operations considered has a definite place 
in gynaecological surgery. 

2. The immediate operative mortality is higher for the total 
than tor the subtotal operation. 

». The morbidity rate over all operations is higher after total 
hysterectomy. There is, however, but a slight difference, when 
benign conditions of the uterus alone are considered. 

1. Lhe sequelae tollowing the subtotal operation are more 
numerous, aud of more serious consequence than those following 
the total operation. Taking into consideration the remote deaths 
due to these sequelae, the remote mortality rate of the subtotal 
operation is appreciably raised. 

5. The majority of the remote sequelae could be anticipated 
by a more accurate investigation of the cervix before operation, 
and by the more frequent employment of exploratory currettage 
to exclude malignant disease. 

6. Pulmonary embolism, especially following the subtotal] 
operation, accounts for a considerable proportion of the deaths. 
the more general employment of post-operative massage and 
exercises might diminish the incidence of this complication. 

Che incidence of reactionary haemorrhage and of urinary 
fistulae following the operations in this series, is remarkably low. 

S. In the total operation the use of silk in the neighbourhood 
of the vaginal vault, incurs a definite risk of sinus formation. 

9. Mvomectomy in selected cases is an ideal and a safe 
operation, 

10. [The routine employment of total hysterectomy is not 
idvocated, but the scope of the subtotal operation is distinctly 
limited. The fact that few women who have borne children have 
completely healthy cervices should lead to the more general 
employment of the total operation. 

tt. the subtotal operation still has a place: 

(a) In nulliparous women with healthy cervices when 
hysterectomy is required for a benign condition. 

(6) In a tew benign cases when the poor general condition 
of the patient contra-indicates the more severe and prolonged 
operation, 

¢) In bemgn cases which tall into the hands of those who 


ire Inexperienced in gynaecological surgery, and who have no 


ternative but to pertorm the hysterectomy themselves. 


Phe total operation, for benign conditions, is indicated in 
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all cases demanding hysterectomy in which the cervix is un- 
healthy and the condition of the patient does not contra-indicate 
the operation. In cases of diseased appendages demanding 
hysterectomy, the total operation is the ideal; it removes the 
inevitably diseased cervix and provides vaginal drainage. 

We should like to take this opportunity of thanking our col- 
leagues on the honorary staff of the Chelsea Hospital for Women 
for their courtesy in allowing us to publish the results of the 
operations performed in the hospital. 
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Carcinoma of the Body of the Uterus 
A Study of Fifty Cases 


By Joun Beattie, M.B., B.C. (Cantab.), F.R.C.S. (Eng.), 
M.C.O.G. 


Resident Assistant Accoucheur, St. Bartholomew’s Hospital. 


Tur following is the result of a study of 50 cases of carcinoma 
of the body of the uterus which have been treated at St. 
Bartholomew's Hospital during the last 10 years; this does not 
comprise the total number treated during this period, but cases 
have been selected in which there is adequate histological material 
available for diagnosis and study of the condition. 

In all cases curettings were available for examination, and 
detailed descriptions have been recorded of the gross pathology 
of the uterus in those patients who were submitted to panhysterec- 
tomy. In 26 of the uteri removed, histological sections have been 
made trom several parts of the carcinoma, and also, in some 
cases, from more distant portions of the uterus and from both 
Ovaries, 

Special attention has been paid to the pathology of this condi- 
tion, and to the diagnosis of endometrial carcinoma in the early 


stages, 


Age Incidence. 


The mean average age at which carcinoma of the body of 
the uterus gave rise to symptoms was 57 vears in the 50 cases 
under discussion. 


The numbers occurring between To-vear intervals were as 
follows : 


Between 30 and . vears, F case, 2 per cent. 


| a a sais 
Er LMANCIES, 


Twenty-tive of the patients were multiparae. and in the 
remaining 25 the women had not been pregnant. 
“OS 
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Number of pregnancies. Number of cases. 
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Although only 50 per cent of patients were nulliparae, it will 
be seen that the incidence of endometrial carcinoma was very low 
in women who had had more than two pregnancies, and surpris- 
ingly high in those who had been pregnant on one or two occasions 
only. 

The incidences of miscarriages is also low. 


Number of pregnancies. Miscarriages. Number of Cases. 
i 


Symptoms. 

In 42 cases, 84 per cent, the symptoms of carcinoma of the 
body of the uterus arose some time after the menopause. The 
average age at which the menopause occurred in these patients 
was 48. Stacey,' in 269 patients, found that in 64 per cent of 
these the disease developed in women who had passed the meno- 
pause by nine years. 

In the remaining eight cases, 16 per cent, the symptoms arose 
at or before the menopausal age. 

In all 50 cases the main symptom was irregular bleeding, but 
in five, Io per cent, a continuous watery discharge preceded the 
irregular bleeding by several months. In 27 of the patients, 
54 per cent, there was a history of a thick offensive discharge 
which alternated with the irregular intermittent haemorrhage, or 
was mixed with it. In eight cases, 16 per cent, the first symptom 
was a watery blood-stained discharge without any previous history 
of a chronic vaginal discharge. 

In 23 cases pain accompanied the first onset of irregular bleed- 
ing, but never preceded the latter symptom, this makes 46 per 
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cent of the total number of cases, and the figure is remarkable 
in that the common teaching is that carcinoma of the body of 
the uterus is a painless disease until a late stage has been reached. 
The distribution of the pain was as follows: hypogastrium 19 
cases, back and sacrum two cases, leg one case, and left side 
one case. In all except two cases the pain was dull and aching in 
character, and continuous. 

The duration of symptoms before the patients came for treat- 
ment varied between three years and two weeks, the average time, 
considering all the 50 cases, was I1.3 months, which must have 
a considerable bearing upon the low percentage of five-year and 
three-year cures. 

Forty-two of the patients suffered from symptoms a considerable 
time after the menopause had occurred, and in this group the 
average duration of symptoms before the patient was first seen 
was 13 months. The remaining eight cases developed carcinoma 
of the body of the uterus before, or immediately after, mensura- 
tion had ceased, and in these the average duration of symptoms 
was only six months. It is noteworthy that the women who were 
still at the menopausal age were more anxious about the symp- 
toms of irregular bleeding than those who were well passed the 


menopause and had begun to bleed again, in many cases 
profusely. 


Physical signs. 

On routine vaginal examinations without anaesthesia the uterus 
was normal in size in 15 of the cases; in the remaining 35 cases 
there was definite enlargement of the uterus of moderate degree. 
In three cases, which were inoperable, the uterus was greatly 
enlarged and fixed to the side wall of the pelvis. 

The temperature was not raised above the normal in any case 
prior to treatment, including the five cases which were compli- 
cated by pyometra. 

Coincident tumours of the uterus and adnexa were present 
in many cases and will be described later, but there was not 
any difficulty in the differential diagnosis of these except in the 
cases of fibromyomata in conjunction with carcinoma of the body 
of the uterus. 

A consideration of the duration of symptoms and the extent 
of spread of carcinoma in the patients submitted to operation is 
of some interest. In the case of 32 patients there is an exact 
description available of the extent of the disease, and the various 
degrees of spread may be summarized as follows: 
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I. Late. 2. Medium. 3. Early. 

A late case is defined as being one in which the carcinoma has 
filled the cavity of the uterus and has extended down to the level 
of the internal os, together with infiltration of considerable degree 
into the myometrium. 

The medium cases are those in which tne growth involves a 
portion only of the endometrium, with a moderate amount of 
infiltration into the myometrium. 

An early case is one in which the carcinoma is confined to 
the endometrium over a small area only. 

In this group of 32 cases there are included three patients 
who suffered from carcinoma developing in the isthmus of the 
body of the uterus, and, since this type infiltrates early, these 
cases have been placed in the medium group. 

The relation between the degree of spread and the duration of 
symptoms is as follows: 


Nuinber of Duration of 
cases. symptoms. 


Late cases... ... 16 14 months. 
Medium cases _... 10 I2 
Early cases yen 6 





There is, therefore, a direct bearing beween the duration of 
symptoms and the macroscopical and microscopical spread of 
the growth and, in the discussion on the treatment of these cases, 
it is shown that these two factors also have a direct bearing upon 
the prognosis. 

The average duration of symptoms in all three degrees of 
spread is far in excess of the figures quoted by many writers, 
but a careful inquiry into the history of these patients has been 
made and there can be little doubt that the figures obtained are 
accurate. 


COINCIDENT DISEASE. 

Fibroids. Fibroids in conjunction with endometrial carcinoma 
were found in nine cases, I8 per cent, this figure is in moderate 
agreement with those of other authors. Norris’ 13 per cent, 
Lincoln Davis’ 21 per cent, Stacy’ 33.45 per cent, in 269 cases. 

Pyosalpinx, one case, two per cent; hydrosalpinx, one case, 
two per cent; and pelvic endometriosis, one case, two per cent. 
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Ovarian cysts. 

Follicular, three cases, six per cent; cystoma serosa simplex, 
two cases, four per cent; and pseudo-mucinous cystadenoma, 
two cases, four per cent. 


Pyometra. 

This complication was present in five cases, or 10 per cent, in 
three the carcinoma was situated in the fundus of the uterus and 
in the remaining two cases the primary site of the growth was 
in the isthmus of the uterus. It is in this type of the disease 
that the lower part of the endometria! cavity becomes blocked 
at an early stage, despite the fact that the carcinoma is of an 
ulcerative type in the majority of cases, but this predisposes to 
an early infection of the endometrial cavity. In one of these 
cases the condition was not recognized clinically for there was 
not any rise of temperature, and the uterus, although considerably 
enlarged, was not tender; the application of radium in this case 
resulted in an acute flare-up of the septic focus followed by 
septicaemia and death within a few weeks. 

In many of the other cases there was histological evidence of 
an inflammatory condition in the cavity of the uterus, especially 
in the papilliferous proliferative type of carcinoma. 


Uterine polypi. 

In two cases, four per cent, there was present in the endome- 
trial cavity of the uterus a small adenomatous polypus quite 
separate from the carcinoma, and innocent in character. As 
such a condition is a local hyperplasia of the endometrium it is 
of interest in that some consider that a general hyperplasia of the 
endometrium is a predisposing cause of the development of 
endometrial carcinoma (Taylor'), and many cases of carcinoma 
developing primarily in a single endometrial polypus have been 
described. (Cooke,’ Stacey,’ Stone,® La Monica,’ Dannreuther.*) 

In two cases a small adenomatous polypus of the cervix was 
present. 

In cases in which the endometrium surrounding the carci- 
noma was studied histologically, and material derived from 
curettings, evidence of a generalized hyperplasia was absent. 


Coincident carcinoma. 

In one case in which the endometrial new growth was of the 
papillary adenocarcinomatous type throughout, one ovary con- 
tained a small innocent pseudo-mucinous cyst half an inch in 
diameter, and in the opposite ovary there was a primary solid 
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Ovarian carcinoma one inch in diameter, with histological 
appearances which were typical of a variety of this type of tumour 
and quite unlike those of any area of the uterine carcinoma. 

In one case which was operated upon for carcinoma of the 
body of the uterus in 1926, one breast had been removed in 1919 
for duct carcinoma, and an innocent adenoma of the thyroid 
gland had been removed in 1920. 


Diagnosis. 

In 48 cases, 96 per cent, the diagnosis of carcinoma of the 
body of the uterus was made before curettage, the two patients 
in whom there was some difficulty in diagnosis had co-existing 
fibromyomata and were still menstruating. The other seven 
patients, in whom fibroids were present, had passed the meno- 
pause before development of carcinoma, and there was little 
difficulty on account of the coincident tumours. 

All patients were treated by a preliminary curettage, but in 
seven of these evidence of carcinoma was not obtained because 
an area from the growth had not been removed. From most of 
these patients the material obtained consisted of blood-clot or 
pieces of cervical tissue. In three of these patients, in whom 
curetting had failed to disclose the nature of the condition, a 
second operation was performed a few days afterwards, and by 
this means the diagnosis was made. 

In the other four patients, in whom evidence of carcinoma was 
not obtained, a diagnosis of senile vaginitis was made, and, un- 
fortunately, it was not until some time later that they were 
re-admitted for treatment of an obviously advanced carcinoma of 
the body of the uterus, with mestastases. 

The reason for the failure to diagnose the condition in these 
cases is due to the fact that the curettage was performed by an 
inexperienced operator and the cavity of the uterus may not have 
been reached, while in the event of the curette reaching the 
endometrial cavity, if the carcinoma is an early one and situated 
on the anterior wall of a normally anteflexed uterus, it may be 
extremely difficult to reach the malignant area with a curette of 
standard shape. In order to overcome this difficulty, in such 
cases a curette has been used with a bend in the shaft two inches 
from the blade in addition to the usual small curve at the blade. 
It has been found that by the use of this modified curette the 
anterior wall of the anteflexed uterus may be reached with great 
ease. When the posterior wall of an anteflexed uterus is scraped, 
a curette of normal shape is substituted. 


773 








JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


PATHOLOGY. 
Histological classification. 

The accurate classification of carcinoma occurring in the body 
of the uterus is a difficult one, many writers base their classifica- 
tion, with minor modifications, on that of Ewing,’ who classifies 
the condition as follows : 

Circumscribed and diffuse, the latter being in most cases a 
late result of the former, but is occasionally seen as a primary 
type. 

. Superficial papillary adenoma. 

Adenoma malignum. 

Adenocarcinoma, solid or papillary. 

Alveolar or diffuse carcinoma. 

. Adeno acanthoma. 

Local or diffuse adenomyomatosis with carcinoma in these 


Nw 


Nn & Wo 


areas. 

Many of the German workers classify the condition from the 
histological differentiation of the carcinoma cells as: 

1. Reife corresponding to the adenoma malignum of Ewing. 

2. Mittelreif, or adenocarcinoma. 

3. Unreif, corresponding to the alveolar or solid carcinoma. 

This classification is adopted in principle by Shottlaender,'’ 
Kermauner,'' Stoeckel'* and others. Cullen'’ does not use any 
particular classification, but if the carcinoma is of a very papillary 
form he suggests that it originated in the surface epithelium. 
Aschoff'' uses a classification very similar to that of Ewing. 
Broders'” and Mahle'® classify carcinoma of the body of the 
uterus into histological types according to the degree of differ- 
entiation of the carcinoma cells and, therefore, divide them into 
Grades I, 2, 3 and 4. 

Grade 1 represents differentiation to the extent of Ico per cent 
to 75 per cent, and undifferentiation to the extent of o per cent 
to 25 per cent. Grade 2 represents differentiation to the extent of 
75 per cent to 50 per cent and undifferentiation to the 
extent of 25 per cent to 50 per cent. Grade 3 represents differen- 
tiation to the extent of 50 per cent to 25 per cent and undifferentia- 
tion to the extent of 50 per cent to 75 per cent. Grade 4 represents 
differentiation to the extent of 25 per cent to o per cent and 
undifferentiation to the extent of 75 per cent to 100 per cent. 

This classification is based upon a careful study of the changes 
occurring in the carcinoma cells and glands, if present, taking 
into consideration the loss of polarity, the activity of the cells, 
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the number and character of the mitoses present and the shape 
and size of the epithelial elements. 

Before describing the various types of carcinoma found in this 
material it is necessary to give details of the classification used, 
with a description of the various histological types. It is evident, 
from a careful study of sections taken from various parts of the 
growth and neighbouring endometrium and myometrium in the 
specimens that are available after pan-hysterectomy, that the 
histological appearances of the carcinoma at the surface of a 
growth may be of a different type from those of the infiltrating, 
deeper portions. It is also true that in some cases the curettings, 
while displaying the histological appearances of the surface or 
inferior margin of the growth, do not reveal the type of carcinoma 
of which the main mass of the tumour consists. 

In order to describe with accuracy the type of carcinoma 
present in a uterus, it is necessary to examine several sections 
from different areas of the growth, and this is not possible in 
patients treated by curetting and radiological methods only. 

From a pathologist’s point of view a classification of carcinoma 
of the body of the uterus must be a complicated one, and in any 
individual specimen more than one type of growth may be present, 
so that the type which is preponderant must be found and then 
transitional varieties described. 

For the purpose of this description the following classification 
has been devised: (1) Simple glandular adenocarcinoma; (2) 
Compound adenocarcinoma (a) glandular, (6) papillary; (3) Solid 
or acinous adenocarcinoma; (4) Aplastic adenocarcinoma. 


I. SIMPLE GLANDULAR ADENOCARCINOMA (PLATE I). 

In this histological type the tumour is made up of enlarged 
and elongated glands, which are like giant reproductions of the 
normal endometrial glands, but they are very numerous and 
apparently exist at the expense of the stroma, which is corres- 
pondingly limited in amount. Frequently the glands lie in direct 
apposition to each other without any stroma lying between, and, 
in some cases, proliferation of a carcinomatous gland with budding 
off of a new gland can be demonstrated. 

The cells constituting the glands are very little different in 
appearance from those of normal endometrial glands, but they 
stain more deeply, in histological sections, than do the normal 
glands. The nuclei contain more chromatin, and mitosis takes 
place more frequently than in the normal, but there is only a 
little evidence of irregular cell and nuclear division. The polarity 
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of these glands is seldom lost. In most cases the gland lining 
consists of more than one layer of cells. 

When division and multiplication occur rapidly, the gland 
lumen becomes crenated, and projections appear either towards 
the lumen or outwards into the stroma. It is at this stage that 
the histological type alters to a compound adenocarcinoma, either 
of the glandular or papillary glandular variety. 

The simple glandular adenocarcinoma is most often found at 
the deep portion of the growth, and marks the stage between a 
well-marked adenocarcinoma of a more undifferentiated form and 
the microscopically normal endometrial glands beyond. A growth 
consisting entirely of this histological type is seldom seen, and 
there was not any example of the latter in the present series, in 
which was included a small early carcinoma of the endometrium 
one centimetre in diameter. 


2. COMPOUND ADENOCARCINOMA: (@) GLANDULAR (PLATE II). 

In this variety the malignant glands lose their polarity and 
normal shape, lying in any direction in the stroma. Rapid 
multiplication occurs, and in many areas there are masses of 
carcinomatous tissue containing more than one lumen, which are 
not artificially produced, or due to a central necrosis, but are 
due to an attempt to produce new gland lumina in the rapidly 


proliferating epithelium. 

Lying in the stroma, or in the epithelial tissue itself, are dilated 
capilleries consisting of an endothelial lining and containing red 
bloed-cells. Many of the glands contain red blood-cells in their 
lumina with some epithelial débris, but little or no secretion. The 
carcinomatous glands in one area of a growth may show massive 
ailatation, and in another area may not show any dilatation, but 
solid outgrowths of carcinoma cells project into the adjacent 
stroma, at the same ume maintaining their connexion with a patch 
of true compound glandular adenocarcinoma. 

The glands are lined by a thick layer of cells in which mitotic 
activity is seen in fairly large amount. 

This variety of carcinoma of the body of the uterus is the 
commonest to occur, and may be found in conjunction with any 
of the other histological types, but it is especially frequent in 
association with the simple glandular variety and with the com- 
pound papillary adenocarcinoma. 

In many cases it is possible to trace the transition of the simple 
glandular adenocarcinoma into a more complicated form of 
adenocarcinoma in different areas of a single specimen. 
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(b) PAPILLARY (PLATE ITT) 

This histological type consists of cells of the same variety as 
those described in the compound glandular adenocarcinoma, but 
they are disposed in a frond-like manner, consisting of a delicate 
central core of connective tissue containing blood capillaries, and 
from which delicate processes, lined by carcinoma cells, branch 
out on all sides. This is the variety which Cullen'* thinks may 
develop from the surface of the endometrium, and which is usually 
seen in the type of carcinoma of the body of the uterus, which 
rapidly fills the cavity of the body forming a proliferative mass 
which breaks down early and becomes necrotic. 

From the distribution of the elements of the growth, it would 
seem that the frond-like processes had branched out in the direction 
of least resistance, i.e. towards the endometrial cavity, but this 
type of growth is frequently found in the depths of the carcinoma, 
and even in the areas of myometrial invasion by the growth. In 
one case in this series, in which there was a metastasis in each 
ovary, the histological variety of the carcinoma in the ovaries 
was of the papillary type and exactly like that of the parent 
growth. It is difficult to believe that the papillary adenocarcinoma 
only occurs when the carcinoma develops primarily in the surface 
epithelium and, therefore, proliferates rapidly towards the lumen 
of the uterus, for, if that were so, then one would expect to find 
the carcinoma spreading along the surface rather than into the 
depths of the endometrium. In another case, an early carcinoma 
of the body was found in a uterus removed by hysterectomy for 
fibroids. The growth measured I cm. by I cm. and involved the 
whole thickness of the endometrium, but without infiltrating the 
myometrium. The carcinoma was of the papillary variety 
throughout and an examination of the surrounding epithelium did 
not produce any evidence that the growth had commenced in the 
surface of the endometrium and was spreading peripherally. 


3. SOLID OR ACINOUS ADENOCARCINOMA, (PLATE IV). 

This is a more undifferentiated form of adenocarcinoma, and 
the transition from the compound glandular adenocarcinoma can 
often be demonstrated. In the fully developed type, the growth 
consists of solid areas of carcinoma cells growing at the expense 
of the stroma, which is correspondingly limited, the cells are 
usually small in size with evidence of rapid proliferation and 
nuclear division of an irregular character. The solid areas may 
be large in size and infiltration into the myometrium is extensive. 

From a study of the material available it is apparent that this 
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variety of carcinoma most frequently develops as a late result of a 
spreading and proliferating compound glandular adenocarcinoma, 
for it is possible to find in some area evidence of the transition of 
the latter type into a solid adenocarcinoma. 

In most specimens, the solid adenocarcimona breaks down in 
the centre of the carcinomatous mass, when the latter reaches a 
considerable size, and the acinous type is produced. For this 
reason it is unnecessary to class the acinous adenocarcinoma as a 
separate variety from the solid type. The false lumen produced 
by the necrosis which occurs in this type of growth is often quite 
large and contains a considerable quantity of cellular débris, but 
the lining of the cavity consists of irregular layers of carcinoma 
cells continuous with the main mass and quite unlike those of a 
true glandular adenocarcinoma. 


4. APLASTIC ADENOCARCINOMA (PLATE V). 

This is a variety of carcinoma of the body of the uterus which 
is of rare occurrence. There is not any attempt at gland forma- 
tion, and the cells are of such atypical form that at first it is 
difficult to recognize that they are of epithelial origin. The stroma 
surrounding the growth, whether endometrial or myometrial, is 
stimulated to conversion into a sarcomatous type consisting of 
closely packed, small spindle cells with deeply staining nuclei, 
and with an appearance quite like that of a spindle celled sarcoma. 
The epithelial cells are closely packed together, stain deeply, and 
are oval or round in shape with multiple, irregular mitoses occurr- 
ing in many areas. The line of demarcation between the 
epithelial elements, and the altered stroma is easily recognized 
when a section is examined under the low power. 

Myometrical invasion is rapid in this type of carcinoma and 
spread by way of the perivascular lymphatics is clearly seen in 
one of the two cases of this type which occurred in the present 
series. 

This variety of carcinoma is difficult to differentiate from the 
condition described by some as a carcino-sarcomatosis, or the 
simultaneous development of a carcinoma and sarcoma in the 
same uterus. In the two cases in this series the atypical stroma, 
which resembles very closely a spindle-celled sarcoma, is dis- 
tributed around the recognizable epithelial new growth, and it is 
most likely that the changes in the stroma have been produced 
by an abnormal stimulus produced by the rapid proliferation of 
the carcinoma cells. 

Cases have been described in which two tumours arise separ- 
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ately in the same uterus, such as a mural sarcoma and an adeno- 
carcinoma of the body of the uterus, or the production of a 
carcinoma at the point at which an invading sarcoma touches the 
endometrium of the uterus, but such cases do not fall into the 
same group as a true carcino-sarcomatosis, if the latter conditior: 


ever occurs, for Meyer’? and Ewing’ are doubtful if a genuine case 
has been described. 


Isthmus Carcinoma. 

This is a variety of carcinoma of the body of the uterus which 
occurs low down in the endometrial cavity in the region of the 
internal os. It is unnecessary to include a separate histological 
classification for this type of growth as primarily the structure is 
that of a compound glandular adenocarcinoma. The main dif- 
ference between isthmus carcinoma and normal endometrial 
carcinoma of the body is seen in the gross pathology of the two 
types for, in the former variety, ulceration and excavation occurs 
very early in the progress of the disease. 

Extensive squamous metaplasia is of frequent occurrence in 
isthmus carcinoma, but the origin of the growth as an adeno- 


carcinoma, in some portion of the tumour, can be proved in most 
cases. 


SUBSIDIARY CHANGES. 
Acanthoma Carcinoma. 

The production of squamous cells in an existing carcinoma ot 
the body of the uterus has already been mentioned. Acanthoma 
carcinoma was found in three specimens in this series, one in an 
isthmus carcinoma and two in cases of carcinoma developing in 
the fundus of the uterus. In the latter two cases the squamous 
areas consisted of solid masses of oval, glassy cells, like those of 
squamous epithelium, with small areas containing keratohyaline 
granules and with pearl formation. In other areas of the growth 
a typical compound glandular adenocarcinoma predominated. 


Calcification. 

This change was seen in one of the specimens, and consisted 
of small areas which had undergone calcification at the periphery 
of a large compound adenocarcinoma. 


Necrosis. 

Extensive necrosis had occurred in all the cases in which the 
growth had filled the endometrial cavity and consisted of a break- 
down of the superficial layers of the tumour. 
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Gross Pathology. 

There are 28 cases available for a study of the gross pathology 
of this condition. 

In 15 cases the uterus was completely filled with the growth 
which was dirty grey or pale yellow in colour. In all specimens 
the surface was roughened with small lobulations and papillary 
surface. The papillz upon the surface of the uterus were not of 
value in making a macroscopic diagnosis of the histological type, 
for it is not only the papillary form of adenocarcinoma which 
gives rise to papilliferous processes on the surface of the tumour. 

Superficial necrosis had occurred in all the specimens in which 
the growth had filled the cavity of the uterus. 

In six cases the growth had extended down to, and through, 
the internal os producing some dilatation of the cervical canal 
with protrusion of a polypoidal portion of the growth at the level 
of the external os. A microscopic study of the glands lining 
the cervical canal in these specimens proved that the adeno- 
carcinoma of the body of the uterus infiltrated the myometrium 
as far down as the junction between the cervical glands and the 
endometrium, but not beyond this point. In one case, at the 
junction of the endometrium and the cervical glands, it was pos- 
sible to demonstrate that the adenocarcinoma had actually com- 
pressed the cervical glands and was in close apposition with them, 
but the latter did not show evidence of malignant change, despite 
the fact that the adjacent surface epithelium of the endometrium 
showed malignant changes. 

In six cases the endometrium was only partially involved in 
the growth, which covered about half to one-third of the total 
area. The infiltration in all these six cases involved the 
myometrium to about one-third of its thickness. A comparison 
between the myometrial invasion in the 15 late cases and the 
degree of invasion in the six medium cases shows that in the latter 
specimens infiltration of the myometrium is early, but is confined 
to the inner third of the muscular wall for a long period, and in 
the late cases the growth had spread throughout the endometrium 
and had filled the cavity of the uterus without any deeper 
myometrial invasion taking place. 

Three cases were those of uterine carcinoma situated primarily 
in the isthmus of the uterine body, and in each one extensive 
ulceration had occurred in all directions producing a circular 
ulcer about one-quarter of an inch deep with a dirty irregular 
sloughing base which was heavily infected. 

In four cases the growth was early in type, and in three of 
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PLATE 


Simple glandular 


Compound glandular adenocarcinoma, 





PLatTe If. 


Compound papillary adenocarcinoma, 


PLATE IV. 


Solid or acinous adenocarcinoma. 





PLATE VI. 


Microphotograph to show the very early development of adenocarcinoma of 
the body of the uterus. 
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these the myometrium was not involved, and the size of the 
growth was about 2 to 4 cm. in diameter. In the remaining 
case the growth measured only 2 cm. in diameter, but infiltration 
had taken place to a marked extent and also involvement of the 
peritoneal coat. In this patient, unlike the other three early 
patients, the symptoms of carcimona of the body of the uterus 
had been present for 22 months. The growth consisted chiefly 
of simple glandular adenocarcinoma and the infiltration of the 
myometrium was by direct spread and evidence of spread by 
perivascular lymphatics was absent. 


Distribution of Histological Types. 

It is impossible to make a simple classification from the 
histological appearances of the 26 cases in which it is possible to 
study sections from more than one part of the growth, as in nearly 
all cases there are one or more definite types of growth in each 
specimen. For this reason it is impossible to classify accurately 
the histological type of the main mass of the growth from 
curettings, as the curettes will remove only superficial portions of 
the tumour, which frequently has a different histological structure 
from that of the deep infiltrating portion of the growth. This 
difficulty is of soma importance in the treatment of carcinoma of 
the body of the uterus by radiological methods. Healy'* believes 
that the various histological types of the growth should be treated 
by different amounts of irradiation, and that the aplastic adeno- 
carcinoma is the most radiosensitive. In patients treated by 
radiological methods only, the diagnosis of the histological type 
must be made by curettage only, and this is not an accurate 
method in all cases. 

The following is a classification of the histological types of 
adenocarcinoma found in the 26 specimens available for examina- 
tion. A consideration of this classification shows that the main 
mass of the growth, in the 20 specimens, consisted of the various 
types in the following proportions : 

Number 


of cases. Per cent. 


Compound glandular adenocarcinoma 14 


Compound papillary adenocarcinoma 6 
Solid or acinous adenocarcinoma 5 
Simple glandular adenocarcinoma 


Aplastic adenocarcinoma 
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It is of interest to note that in six of the seven cases in which 
the simple glandular adenocarcinoma was represented, the growth 
was early in type with regard to macroscopical spread in four 
specimens and medium in type in the remaining two. This is in 
favour of the supposition that the various types of carcinoma of 
the body of the uterus are, in many cases, produced, as the disease 
spreads, by a gradual change from a simple type of carcinoma to 
a more complex one, and these changes are sometimes demon- 
strable in a single specimen. 


MESTASTASES. 

Ovary. Mestastases in the ovary occurred in two only of the 
28 cases in which the ovaries were examined histologically. In 
both cases the growth was of the compound papillary type, and 
the histological variety was the same as that found in the growth in 
the cavity of the uterus. In one instance both ovaries were in- 
volved and in the other one ovary only. A careful examination 
of the Fallopian tubes, the cornua of the uterus and the hila of the 
ovaries ini these cases did not reveal any evidence of a spread of 
the carcinoma cells by way of lymphatics, although it is almost 
certain that the latter had reached the ovary by this route, for 
the surface of the ovary was normal and did not show any evi- 
dence of a direct implantation of carcinoma cells. A secondary 
deposit in the Fallopian tube was not found in any of the cases. 

Vagina. In one case there was a secondary deposit low down 
in the posterior wall of the vagina, with many small deposits in 
the fornices of the vagina. 

Sacrum. In one case there was a secondary deposit in the body 
of the sacrum which gave rise to severe pain in the back. This 
case was treated by pan-hysterectomy, and it was not until 15 
months after operation that symptoms arose from the secondary 
deposit in the sacrum. Subsequently the patient died with large 
secondary deposits in the pelvis and abdomen. 

Lungs. In one case only was there evidence of metastases in 
the lungs. 

Spread by Lymphatic Channels. In one case of aplastic 
adenocarcinoma there was positive evidence of spread into the 
myometrium by way of the perivascular lymphatics, but in none 
of the other specimens was this mode of spread demonstrable. 


RELATIONS BETWEEN FIBROMYOMATA AND CARCINOMA OF THE 
Bopy OF THE UTERUS. 

As previously stated, fibroids were found in 18 per cent of cases 

of carcinoma of the body of the uterus, but there was not any 
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evidence in any of the cases that the carcinoma had arisen in 
direct apposition with the fibroid tumours, and the carcinoma had 
not invaded the latter growths in any case. 

Ewing’, however, believes that fibroids are a causative factor 
in the development of carcinoma, and Mayo,'" states that, whereas 
carcinoma of the cervix is 15 times more common than carcinoma 
of the body of the uterus, if fibroids are present in the uterus then 
the irritation produced by them makes the development of 
carcinoma in the body of the uterus five times more likely than 
the development of carcinoma of the cervix. 


Tut Eerecr OF IRRADIATION UPON ADENOCARCINOMA OF THE 
Bopy oF THE UTERUS. 

Chere are four patients whose uteri were curetted before treat- 
ment with radium or X-rays, and also after this treatment at 
varying intervals. It is possible, therefore, to study the changes 
produced in the carcinoma and surrounding tissue by the effects of 
irradiation. There is no doubt that the cases treated in this series 
received, in most instances, an inadequate amount of irradiation 
and the results are bad as a result of this. 

In three cases, in which the histological type of the growth was 
the compound glandular adenocarcinoma, radium was inserted 
into the uterine cavity, and in individual cases the total milli- 
gram hour irradiation was as follows: 1, 3,600 milligram hours; 
2, 6,000 milligram hours; 3, 7,200 milligram hours. 

In each case before irradiation the histological appearances 
were typical of the variety of carcinoma already mentioned and 
described. From these three patients curettings were obtained 
192 hours after irradiation with intra-uterine radium, the carci- 
noma which received only 3,600 milligram hours of irradiation 
showed similar, but less marked changes, to those which were 
evident in the other two cases. The effect upon the adenocarci- 
noma was as follows : 

(a) A small degree of swelling of individual carcinoma cells. 
Che protoplasm stains much less intensely after irradiation than 
before irradiation. Considerable vacuolation cf the protoplasm 
occurs In individual cells. 


(b) Nuclear changes. Mitoses occur in the same proportion, 


and, in some cases, in an increased proportion. The mitotic 
figures are shranken and bunched tegether in a characteristic 
fashion. The chromatin stains less deeply after irradiation. 
(c) Stroma. The small amounts of stroma removed in the 
carettings did not show any characteristic changes. 
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(d) Capillaries. In the small number of capillaries present in 
the curettings there was not any change. 

In the fourth case, the patient, at the age of 58, was curetted 
and treated with a full course of deep X-rays because she refused 
a radical operation. Twelve months later curettage was performed 
again, and 50 milligrams of radium were inserted into the uterus 
for 48 hours. Ata later period a further treatment with X-rays 
was given and the patient died 16 months later. 

The changes found in the adenocarcinoma as a result of irradia- 
tion were as follows: 

I. First curetting. Compound glandular adenocarcinoma. 
Treatment: Deep X-rays. 

2. Second curetting. Twelve months after first curetting. Com- 
pound glandular adenocarcinoma with same structure as before, 
but mitoses, regular in type, are more frequent than in the first 
sections. Treatment: 50 milligrams intra-uterine radium for 72 
hours. Deep X-rays. 

3. Section of polypoidal mass protruding from the cervical 
canal. Twelve months after second curetting. Compound glan- 
dular adenocarcinoma with some areas typical of a solid adeno- 
carcinoma which are situated in the surrounding stroma. In the 
latter areas are numerous cells with large, oval, faintly staining 
protoplasm and containing two or three nuclei in each cell which 
do not stain so deeply as the single nuclei in other parts of the 
section. 

4. Post-mortem specimen. Six months after third section. 
The uterus is enlarged by an ulcerative carcinoma situated in the 
lower part of the body in the region of the isthmus uteri. There is 
considerable fibrosis surrounding the ulcerated area and infiltra- 
tion of the growth has occurred involving the inner halt of the 
myometrium. The upper part of the uterine cavity is heavily 
infected. 

Microscopic appearances. The growth consists of a very 
atypical solid and acinous adenocarcinoma composed ot large cells 
with deeply staining protoplasm containing enormous nuclet with 
irregular margins and shapes, the chromatin of which ts broken 
up into nodular masses, and, in some cases, the nuclet are multiple 
and discrete. 

This case ts of interest in that the irradiation which was admunis- 
tered failed to check the growth and spread of the carcinoma, and, 
as the latter became older, the histological type ot the growth 
changed trom a compound glandular adenocarcinoma to a solid or 
acinous adenocarcinoma. 
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The terminal changes are of interest in that a giant cell 
carcinoma was produced, and this is the only case of its kind found 
in the series which has been examined. 


THE EaRLy DiaGNosis OF CARCINOMA OF THE BoDYy OF THE 
UTERUS. 

In one patient the uterus was removed for fibroids giving rise 
only to menorrhagia, and on subsequent examination of the uterus 
a small early carcinoma was found high up on the surface of the 
uterus. A careful investigation of the previous history in this 
patient revealed nothing that could have been attributed to the 
presence of the new growth. In such an early case it would be 
manifestly impossible to discover such a tumour unless a prelimi- 
nary curetting had been performed, and there was not any indica- 
tion for such a procedure. Had curetting been performed pre- 
viously it is quite possible that epithelium from the site of the 
tumour might not have been scraped away, for the size of the 
growth was only 1 cm. by 1em. by 5 cm. thick. 

In another case of a woman aged 57, who was complaining of 
an intermittent blood-stained discharge, a curettage was performed 
and a diagnosis of hyperplasia was made. Subsequently this case 
was diagnosed as an undoubted case of adenocarcinoma of the 
body of the uterus trom turther curettings obtained three years 
later, the symptoms had persisted since the first curettage despite 
the fact that 50 milligrams of radium had been inserted into the 
uterus at the first operation, and were taken out 72 hours later. 

A caretul examination of the first curettings from this patient 
reveals some interesting appearances. In the first place it is im- 
possible, in many cases, to diagnose a simple hyperplasia of the 
endometrium from the small pieces obtained by scraping with a 
curette, for the endometrium may contain normal, but rather 
numerous, glands, and unless it is possible to ascertain the total 
thickness of the endometrium, it will be impossible to diagnose 
the condition as a generalized hyperplasia. The size and number 
of endometrial glands is so variable in normal specimens of any 
age that it is difficult to decide when a moderate degree of 
generalized hyperplasia exists without the knowledge that the 
endometrium is grossly thickened. 

It is possible that hyperplasia of the endometrium is a predis- 
posing factor in the development of uterine carcinoma, but there 
is little evidence that a diffuse generalized hyperplasia is a predis- 
posing cause. In none of the cases in this series in which the 
endometrium surrounding the carcinoma was examined was there 
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evidence of a hyperplastic endometrium. A recent paper by 
Taylor’ on a study of this subject. in 216 cases confirms the view 
that in many cases diagnosed as hyperplastic endometrium, which 
subsequently develop carcinoma in the body, the original diagnosis 
is at fault and a true early carcinoma was present at the time of 
first curetting. At the same time a small number of cases had the 
two conditions present at the same time. 

The cystic glandular hyperplasia associated with the disease 
metropathia haemorrhagica gives rise to a thickened polypoidal 
endometrium with cystic dilatation and most frequently occurs at 
the age of 45 years, but there is little evidence that such a condition 
is a predisposing cause of the development of carcinoma (Wilfred 
Shaw’). 

In a study of the curettings of the case which was diagnosed 
primarily as a hyperplastic endometrium and subsequently as a 
carcinoma, three years later, the following formation was seen 
(Plate VI). The glands in most places were numerous and the 
stroma correspondingly scanty but normal in appearance. Most 
of the glands consisted of' single tubes cut in cross section, lined 
by a single layer of cells, with no abnormal features. In several 
areas in the section there were solid outgrowths of the glandular 
epithelium into the neighbouring stroma and consisting of cells 
smaller than the normal ones seen in other parts of the section 
and staining less readily than the latter. One is quite familiar with 
solid areas of glandular epithelium occurring in sections of normal 
endometrium due to the fact that the microtome has cut through 
a normal tubular gland obliquely, or that an occasional branching 
gland has been cut at the junction of the two horns, or that the 
section has been cut too thickly, but in all these instances the 
appearances produced can be differentiated from those found in 
the sections under discussion. In this case the solid areas pass out 
into the stroma and, in their midst, new gland lumina can be seen 
in the process of formation. 

Serial sections of this block have been cut and these processes 
of solid outgrowth can be traced throughout a wide area of endo- 
metrium. In view of the subsequent history of this case it Is 
highly probable that the original curettings were of a carcino- 
matous nature and that the uterus should have been removed on 
this evidence alone. Despite the tact that a 3,500 milligram hour 
dose of radium was used at the time, the patient still had evidence 
of endometrial carcinoma tour years after the first curetting. 

A search of the other histological material in the 50 cases 
produces two specimens of a well-developed carcinoma ot the 
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sunple glandular adenocarcinoma variety with exactly the same 
glandular outgrowths as are seen in the doubtful case just des- 
cribed. These solid outgrowths from the simple carcinomatous 
glands are made up of small malignant cells, closely packed 
together with small, well-marked nuclei, and in some places the 
production of a gland lumen, in some part of the solid area, can 
be demonstrated. A comparison of these appearances, with those 
of the case of hyperplastic or early carcinomatous endometrium, 
suggests that in the latter case, when curetting was first performed, 
the patient was probably suffering from a very early carcinoma of 
the body of the uterus and that the insertion of radium at the time 
delayed the development and spread of the carcinoma for some 
considerable time. 

One hundred and fifty curettings from women of 45 years old 
and over have been examined microscopically ; these sections were 
made from curettings which were not malignant in character and 
there was not found in any instance an appearance at all like that 
previously described as being present in the curettings taken from 
the doubtful case of early carcimona of the body of the uterus. 

Treatment. Yhe method of choice has been that of pan-hys- 
terectomy which in some cases was followed by deep X-ray 
therapy, 15 cases were treated by operation alone, 12 by operation 
and X-rays, and five cases by operation preceded by intra-uterine 
radium of 50 milligrams for 48 to 72 hours, these patients were also 
given post-operative treatment with X-rays. Eighteen cases have 
been treated by radiological methods only, which include seven by 
intra-uterine radium followed by X-rays, three by radium alone 
and eight by X-rays alone. 

The operability rate in these 50 cases was 94 per cent, the three 
inoperable cases being treated by radiological methods, the re- 
maining 15 cases treated by X-rays or radium were patients who 
either refused the operation advised or were unsuitable for the 
latter treatment because of cardiovascular disease or other general 
conditions. 

Although the numbers of patients treated by these two methods 
are small, it is justifiable to compare the results of treatment after 
five- and three-year intervals because a selection was not made 
with regard to the degree of spread or the growth in those cases 
treated either by operation or purely by radiological methods. 

In view of recent publications on the subject of the degrees of 
histological differentiation in carcinoma of the body of the uterus 
and their various responses to radiological therapy, it is of interest 
to note that it is not always possible to diagnose the histological 
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character of the main mass of the growth until the uterus had been 
removed, and in some cases it was found that the curettings 
showed the presence of an adenocarcinoma which was not repre- 
sentative of that of the main mass of the growth. Healy and 
Cutler’* have published the results of the treatment of 100 cases 
of carcinoma of the body of the uterus by means of both surgery 
and radiotherapy; they hold the view that only the diffuse 
embryonal, anaplastic type of carcinoma of the body of the uterus 
is radiosensitive to any great degree and that, if radium and 
X-rays are used in the treatment of the other histological types, 
then an adequate dose must be given for the latter are moderately 
radioresistant. 

Healey and Cutler are of the opinion that all types of carcinoma 
of the uterine body can be treated favourably by radium alone, 
and in 82 such cases they obtained an absolute five-year cure rate 
of 58.5 per cent. 

Those investigators who are convinced that certain types of 
uterine carcinoma are more amenable to radiological than opera- 
tive treatment must always be hampered in the diagnosis of the 
histological type by the fact that the diagnosis has to be made 
solely upon the histological findings of the curettings, for there 
is no other opportunity of studying the structure of the main 
mass of the growth. If this method is inaccurate in some cases, 
then comparative results of the two types of treatment, to be of 
value, must be made in a large series of cases treated by the two 
methods irrespective of the size of the uterus, duration of 
symptoms, or the histological appearances of the curettings. 

In the 18 cases treated by radium the average dose was in the 
region of 3,000 milligram hours. This amount of irradiation for 
adenocarcinoma of the body of the uterus is, in most cases, 
inadequate. 

In most cases the deep X-rays were given by the three-field 
method, which in later cases was superseded by the four-field 
method, with an average dose of 16 applications of a 30 to 40 per 
cent skin dose. This dose was used also in the 17 cases treated by 
operation and followed by X-ray therapy. 

The absolute five- and three-year cure results are as follows 

Number Five-year Three-year 
Type of treatment. of cases. Died. cures. cures. 
Pan-hysterectomy ... ...0 2.0... 3 85 percent 75 per cent 
Pan-hysterectomy X-rays... ... 33 és 50 
Pan-hysterectomy radium... ... 2 0 
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Total operations and radiation ... 58 60 
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Number Five-year Three-year 
Type of treatment. of cases. Died. cures. cures. 





X-rays 20 per cent 
X-rays radium 
Radium 


Total radiation methods 


The preceding table does not include three inoperable cases, 
only cases quoted which have been treated over five years ago. 

In 19 patients who died it is possible to correlate the degree cf 
spread of the growth before treatment, the duration of symptoms 
and the number of months of life after treatment and before death 
ensued. 


Advanced Medium Early 


Average duration of the symptoms ... 
Number of cases 


Average months before death ... 


12.4 15 13 
9 % 6 4 
g.3 1Q Zt 


CONCLUSIONS. 

1. Carcinoma of the body of the uterus is most common 
between the ages of 50 and 70 years. 

2. The duration of symptoms bears a direct relation to the 
extent of local spread and the prognosis. 

3. Pain occurs as an early symptom in about 50 per cent of 
Cases. 

j. Infiltration of the growth into the uterine muscle occurs 
early but remains localized tor a long period. 

5. Several histological types of adenocarcinoma may be found 
in any one specimen, 


6. It is impossible, in all cases, to diagnose the histological 
nature of the main mass of the carcinoma from curettings only. 

7. The diagnosis from curettings, of early cases of carcinoma 
of the body of the uterus is difficult, and more than one section 
should be examined when the symptoms are suggestive of the 
disease. 
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The Menarche and Menstrual Type: 
Notes on 10,000 Case Records 


By WALTER KENNEDY, B.Sc., Ph.D. (Edin.), L.R.C.P. & S.E., 
F.R.S.E. 


*hysiology Department, Edinburgh University. 


THE menstrual process is a function which has attracted the 
attention of innumerable investigators with the resultant accumu- 
lation of a wealth of data thereon. Nevertheless there is little 
unanimity of opinion expressed in textbooks regarding such 
matters as the ages of onset and cessation of the menses, and the 
incidence of different menstrual types. These matters are not 
only of purely scientific importance, but have a real practical 
significance. The period of puberty especially, is a time of great 
importance to the growing girl, and its course goes far to deter- 
mine her subsequent health, both physical and mental. Puberty 
is made up of a complicated series of changes most of which are 
not readily measured, but we have in the first appearance of the 
menstrual flow a point capable of being exactly dated. For this 
reason it has been studied by many authorities for the purpose 
of establishing the normal, and for comparing the influence there- 
on of race, climate, and the like. 

Such investigations should be of value in aiding the elucidation 
of many problems of heredity, constitution, environmental in- 
fluences, and also of various clinical questions. Unfortunately a 
number of the researches hardly attains the necessary standard of 
scientific accuracy to justify the conclusions drawn from them, 
notably those on the menarche in savage or semi-civilized peoples. 
This is due in some instances to inadequate numbers, in others to 
the data being derived from societies among which accurate time 
recording is not found. Moreover, the methods adopted for cal- 
culating the average differ significantly, and as this is often the 
only datum quoted it cannot be checked; further the spread about 
the average is seldom given. 

The general conclusion is that real differences occur in the 
age of the menarche in different groups. These may be divided 
ona basis of race, climate, constitution (e.g. blonde and brunette), 
social status, and so on, but whatever the grouping, if the differ- 
ences are truly shown to exist, the observation is one of great 
biological importance. The variant factors may be mainly in- 

792 





THE MENARCHE AND MENSTRUAL TYPE 


herent in the individuals or in the environment. With certain 
groupings, e.g. geographical, both sets of forces are at work and 
and it is not an easy task to evaluate each properly. 

The difficulties of such researches are considerable. The 
number of individuals in the groups must be large, and reports 
on 300 or 400 observations are of little value because the sampling 
error is so great. The groups must be well defined and the material 
should be as homogeneous as possible, otherwise comparisons have 
less import. 

Sources of statistically significant data from normal popula- 
tions are not readily obtainable. We, therefore, turned to records 
of hospital patients in tne gynaecological wards of the Royal 
Infirmary of Edinburgh, fully realizing at the same time the 
special qualities of the material. This population is selected in 
so far that it is gynaecologically abnormal. Further, as the 
majority of the patients are at or past the middle part of life their 
memory for the often long distant advent of the menses is not 
so trustworthy as, say, that of a group of girl students. On the 
other hand, nearly all the patients are several years past the 
menarche at least, and their complaints have seldom been refer- 
able thereto. The objection of inexact remembrance applies to all 
data obtained from adults, but it should be borne in mind how 
important menstruation is for women, and how impressive is its 
first appearance. We have found the majority of patients to be 
very definite in their statement of age at the menarche, and though 
their sureness is no guarantee of accuracy it is probable they are 
correct or nearly so. If the age fell at 12 or 17 it would certainly 
be recalled as something unusual, and slight discrepancies about 
the mean can be considered to cancel out. 

Gynaecological cases have been chosen because recording of 
the menarche and menstrual type is more regularly carried out 
than in general medical or surgical wards. The use of these 
hospital records has also the advantage that the group is socially 
uniform, being drawn from the working and lower middle classes. 
The habitus is predominately urban though a not insignificant 
fraction is drawn from the country and neighbouring small mining 
towns. We are of the opinion that the difference as between town 
and country is less likely to be significantly operative among this 
population. Edinburgh is not a large city, and its singularly 
open layout and proximity to hills and sea give it a character not 
possessed by such cities as Glasgow or London. At the same time 
the patients from outside the city are generally not rural in the 
sense of living on farms. Emphasis is laid on the social conditions 
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of the group for those European authorities who have attacked 
this question all conclude that puberty occurs earlier in the higher 
social grades than the lower. This has been ascribed to better 
food and housing, education, and more stimulating conditions 
(presumably psychological). Havelock Ellis' states that so far 
back as the days of Talmud it was recognized that girls reach 
puberty earlier than boys, and that town girls menstruate earlier 
than country girls, the reason being, in the opinion of Simeon 
Ben Gamliel, that the former use hot baths. This early suggestion 
is perhaps not without a substratum of truth. On the other hand 
Englemann* of Boston, in rgo1 did not find an appreciable differ- 
ence in the two grades of society, and considered that this in- 
fluence was not significantly operative in America. As will be 
referred to again, his figures unfortunately cannot be checked. 

The racial question is one of much interest, but one must bear 
in mind that, from the biological viewpoint, race has not any 
necessary correlation with the cultural, linguistic, or geographical 
unities we know as nations. Baur, Fischer and Lenz* should be 
consulted for a full discussion of this point. As these authorities 
show, however, Scotland is inhabited by a Nordic stock of unusual 
racial purity; there has been less dilution by races other than 
Nordic than in most parts of Europe, certainly less than in 
England; and there are, for example, few Jews in Scotland. Even 
in recent years not many English settle north of the Tweed, and 
those who do mostly are not of the working class. It is not con- 
tended that the population is racially pure in the sense that the 
Eskimo or Ainu are racially distinct, but that it is relatively more 
uniform than any European people among whom Nordic, Alpine, 
Mediterranean, Dinaric, and other stocks intermingle. 

Many studies have been undertaken on these points, and on 
his paper on the menarche in Italy, Rossi Doria' gives a list of 
66 investigations on the average of the menstrual onset in all parts 
of the world. On these, less than one-third deal with over 1,000 
cases and only seven of these investigations include a number as 
large as 10,000. References to these authorities are not given, 
and it has been only been possible to trace a small number of the 
original papers. An examination of these papers showed that 
the average ages as they appear in the Table are not comparable. 
This is due to the method of expressing age-classes chosen by the 
various writers. We find for example, girls in the fourteenth year 
of life described as “zu 14 Jahren,’’ “im 14 Jahre’ Grusdeff’), 
or “‘im Alter von 13 Jahren,” and ‘“‘mit 13 Jahren’’ (Schaeffer‘), 
and others. Leicester,” however, is more exact and calls his class 
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“13 to 14 years.”’ Weissenberg® includes ‘‘all girls younger than 
153 and older than 14} as being in the fifteenth year of life.’’ This 
last method results in a correct average being obtained but is con- 
fusing in that half of each class belong,- according to ordinary 
usage, to the class above. Obata,” and Kirihara'" are quoted by 
Teruoka"' as giving the age classes as 13} to 14, 14 to 143, and so 
on. This would give satisfactory results but would probably be 
applicable only to material drawn from school girls or young 
students. 

An inspection of the figures in the majority of the original 
papers that were available showed that the differing descriptions 
of the same age-class, e.g. 13 and 14, had been used as integers 
to calculate the average, with the effect that the results differed 
by a whole year, some being six months too low, others six months 
too high. 

According to usual custom, when a woman is asked her age 
the reply is the age attained at the last birthday. Thus girls who 
say they menstruated first at 15, mean between their fifteenth and 
sixteenth birthdays, and, therefore, their age class should be 
designated from the mean of 155. An alternative is to call the 
class 15 if it is clearly understood that this means the fifteenth year 
of life. The six months must be added to the calculated average. 
This method has been followed with the present series. In some 
of the previous results six months have to be deducted. 

Some authorities do not mention their age-classes or give tables 
of distribution. Among these is Englemann*’ whose extensive 
paper is frequently quoted, but unfortunately the validity of his 
conclusions cannot be assessed. The data from such sources as 
Polynesia and the Eskimo peoples have not been considered, as 
too unreliable. 

The figures of the most important available authorities have 
been examined with reference to the above observations, and the 
true average recalculated, and also the standard deviation and 
probable error, neither of which are given by the authors. The 
results are tabulated for comparison beside those from Edinburgh 
and are given in Table I. 

It will be seen at once that there is no significant difference 
in the means for Edinburgh and Rome. The application of the 
formula 

om,-m, = Vom, +om, 
(the standard deviation of the difference between two 
means) shows that Russian results are also not significantly 
different. On the other hand} there is a_ real difference 
795 





tlot 


1zo‘o+QgLi‘b1 Z1'O+ zbz'Cr Llooo ! gg6'bt 
Lolz OO0O0T HCor$ 


COLOGY 


PETRICS AND GYNAE 


J 
~ 
~ 


Oo} 


JOURNAL 





THE MENARCHE AND MENSTRUAL TYPE 


in the case of the means for Prussia and Rio de Janeiro. 
The causative réle for variation in the menarche has been 
widely ascribed to climate, and we will first examine this 
factor. For this purpose a table has been extracted from Koppen,'~ 
and to it have been added two columns giving the absolute 
humidity, as this is the more modern practice, and since it gives 
a better idea of the type of climate than the bare statement of 
relative humidity. The latter figures have been extracted from 
Glaisher’s'*® tables, and transposed to millegrams per cubic litre 
to be uniform with the others. The absolute humidity data are 
not completely accurate, as the fit of the months in the other 
columns is not quite exact, but they are sufficiently close approxi- 
mations to be of value, and disclose differences in the humiditv 
of the five stations which would not otherwise be obvious. Kieff 
has been taken as the nearest available station to parallel the 
Russian figures. 

It is at once striking that although the menarche occurs at 
approximately the same age in Edinburgh, Rome and South 
Russia the climates show considerable differences. Edinburgh 
is equable, temperate and relatively dry. Rome has a consider- 
ably greater mean range of temperature and is more humid. Kieff 
has a still greater mean range and a very low coldest mean ex- 
treme. The variations in humidity are also more marked. In 
a study of the geographic variations in the female sexual functions, 
Mills’* has suggested that the element of climatic variability is an 
important factor in the determination of the menses, and of the 
age of the greatest peak of fertility. Certainly his data make it 
clear that it is insufficient to consider mean temperatures only. 
The present results, however, do not bear out his contention, 
although they do. not negative it. Further, Berlin occupies an 
intermediate position and the Prussian results are significantly 
later than the other three. Rio de Janeiro is a sub-tropical and 
very humid climate and the menarche appears significantly 
earlier. There is a great possibility of a climatic influence here, 
but one cannot consider it proved, as other factors must be con- 
sidered. Araujo'’ divides his material into four groups, native 
whites, blacks, mulattoes and foreign-born avhites. The first 
three do not show any difference in the age of onset, and have 
been put together, the figures of foreign-born whites have been 
omitted as they complicate the issue. As the three racial groups 
give substantially the same results, race is not likely to be the 
dominant causative agent of the difference from the European, 
unless one assumes that Brazilians of Portuguese descent contain 
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similar factors to the black genotypes in Rio de Janeiro which are 
lacking in the European peoples mentioned. It would appear, 
however, more probable to attribute the early maturity of Brazilian 
woman to environmental factors. These might in part include 
climate and such influences as diet, which in itself is partly depen- 
dant on climate. Thus the explanation could be brought into line 
with the two widely expressed ideas that social status and habitat 
(whether town or country) are determinants of sexual constitution 
in women. These two concepts are found in a number of'papers, 
most of which, however, deal with small numbers. Schaeffer® 
has investigated 1,801 cases in the upper classes along with the 
10,500 in the lower classes which are discussed above, and his 
corrected average is 14.411 years for the former as against 16.195 
for the latter. Englemann’ is among the very few who do not 
concur in believing that social class is operative, but his material 
was obtained from cities in the United States where the standard 
of living among the working classes is relatively higher than that 
in Europe, so possibly the social conditions were not so influential. 
Figures obtained from a country population appear to give higher 
averages than those from cities in the same country. In agri- 
cultural districts.one finds the people live a more open life and 
are exposed to greater extremes of weather, the girls work-harder 
and usually begin to help about the farm while still at school, 
diet is simpler and less stimulating, and hot baths are a scarcer 
luxury. All these influences can readily be understood ‘to act 
in the direction of retardation. In the lower classes in cities 
similar conditions operate, but less intensely so that these groups, 
caeteris paribus, come to occupy an intermediate position be- 
tween the upper classes and the peasantry. 

The evidence on the causation of differences in the onset of 
puberty is not satisfactory, and more work is necessary, while 
much of what has been done requires revision. Future investiga- 
tions should include data on race (not merely nationality), con- 
stitutional type, social conditions, taking into account employment 
and diet, habitat, and the physiography of the region. Climatic 
studies are important but average temperatures are insufficient; 
mean extreme ranges, absolute humidity and storm incidence 
(Mills*) must be considered. Above all an adequate number of 
cases must be collected so that statistical methods can be applied. 

Since the late or early onset of the menses may be taken as 
one expression of endocrine type, we were interested to discover 
if any difference in fertility could be found throughout the scale. 
For this purpose a table was constructed dividing the parous 
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population in four age-classes under 25, from 25 to 35, from 35 to 
45, and over 45 years. This is given in Table III. 

There is no drift across the table and no correlation could 
be found. Instead, if a frequency polygon is constructed for the 
totals of numbers of children borne by women whose menarche 
was at g, I0, II years, and so on, its shape is comparable to that 
of the frequency polygon for the distribution of the menarche 
throughout the whole population ; and if the figures are myltiplied 
by the constant, four, to approximate them to the same scale the 
fit is almost exact. From this we conclude that the fertility of 
this population is the resultant of similar chances to those which 
determine puberty, but that extremes of early and late puberty 
are not correlated with fertility above or below normal. 

The distribution of menstrual type was then studied. This 
material cannot be considered to represent the normal population 
to the same extent as that dealt with already. It contains large 
numbers of women who attended hospital because their menstrua- 
tion was disturbed, as well as others whose cyclic functions were 
normal. It is, however, of interest as information on a hospital 
population. A “‘scatter’’ table has been drawn up (Table IV) 
giving the duration of each period and the interval between each. 
The duration classes were at first divided as I, 1}, 2, 23, and so 
on, to meet such expressions as “‘ just over a day,’’ “‘ one or two 
days.’’ No advantage was apparent so the results were summed 
so that four days means four days and up to five. . 

The statement of the interval is not easy to plot satisfactorily 
as some vagueness is apparent among the patients. The majority 
state ‘‘a month,’’ or ‘‘ 28 days,’’ but cannot be trusted as to 
whether this should not really be 28 plus or minus one or two; 
obviously the majority of people prefer to think in terms of weeks. 
Deviations on either side have, therefore, been grouped in pairs 
by the ruling to express the approximation. At the foot of the 
table, 196 cases of primary amenorrhoea, and 255 quite irregular, 
which could not be included with the others complete the total. 

The chief interest in this table is the double peak to be found 
in the totals on the right-hand margin. The first appears at three 
days, 2,813 cases, the second at seven days, 1,548 cases. This 
bimodal distribution is a significant one, but unfortunately an im- 
mediate explanation is not forthcoming. The second peak is not 
entirely due to a number of women attending the hospital on 
account of menorrhagia following an abortion, or similar cases. 
In the first place the interval data are extracted from the column 
in the history sheets of ‘‘menstrual habit’’ not from the duration 
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of the last period; secondly such menorrhagias tend to be irregular 
in their intervals. We are inclined to believe that this bimodal 
distribution is due to the occurrence of two main constitutional 
types, such as the asthemic and pyknic, but admittedly this is 
no more than an opinion. 


SUMMARY. 

1. An examination of 10,219 hospital records showed the age 
of the menarche in Edinburgh to be 15.037+0.0r1 years, the 
standard deviation being 1.707. This is not significantly different 
from that reported from Rome and Russia. Prussian figures, 
however, are significantly higher, and those from Rio de Janeiro 
lower. The implications of this are examined and it is considered 
that environmental agencies play a part, but that climatic 
differences such as obtain in Europe are inoperative. 

2. The work of other investigators of these problems is dis- 
cussed, and it is pointed out that in many cases the average as 
given by them is erroneous, thus making comparison of their 
results of no value without a detailed examination of the data. 
It is suggested that future researches on these lines should take 
cognisance of race, constitutional type, social conditions, mode 
of life, and a detailed examination of habitat and climate. 

3. A correlation was not found between early or late incidence 
of puberty, and high or low fertility. The distribution of men- 
strual types in the series is given. Three-quarters of the women 
menstruated at 28-day intervals (though data of differences of 
plus and minus two days are not available) 

4. The duration of the period was most frequently three to four 
days, the second greatest frequency was at seven days. It is con- 
sidered that this double mode is significant. 

5. The incidence of primary amenorrhoea in this gynaecolo- 
gical population is 1.92 per cent. 


This work was done during my tenure of a Beit Memorial 
Research Fellowship. The cost was met by a grant from the 
Ella Sachs Plotz Foundation. My thanks are also due to Pro- 
fessor R. W. Johnstone and Dr. James Young of the Royal 
Infirmary, Edinburgh, for allowing me access to their case 
records. 
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Pathology of Ovarian Tumours. 
PART V. 


BY 


WirreD SHAW, M.D., B.Ch. (Cantab.), F.R.C.S. (Eng.), 
F.C.0.G. 


Assistant Physician Accoucheur, St. Bartholomew’s Hospita. 


DEVELOPMENT OF METASTATIC OVARIAN CARCINOMATA. 


MEtTasTASES of carcinomata of the gastro-intestinal tract are 
common in the ovary, and it has been generally accepted, until 
recent years, that the majority of such tumours invade the ovaries 
by spread through the peritoneal cavity and involve the ovaries 
by implantation. Recently, owing to the attention which has 
been paid to the Krukenberg tumours, doubts have been raised 
whether this method of spread is universal. It seemed, therefore, 
that the problem was worthy of investigation. 

I have already stated that carcinoma cells are frequently found 
in lymphatic spaces in the ovaries of cases of Krukenberg tumours 
and that in these tumours there is not any histological evidence of 
surface invasion.’ For these and other reasons there are grounds 
for believing that such tumours develop by lymphatic spread from 
the primary carcinoma. It seemed that the question might be 
settled if early specimens were obtained. I therefore collected 
the ovaries from a series of cases of carcinoma of the stomach and 
of the large intestine which had come to autopsy and submitted 
them to histological examination. The cases from which the 
ovaries were obtained were of different degrees of development, 
and in a fair proportion the patients had died after surgical treat- 
ment, although the growth was not very advanced. In the 
majority of cases there was not any involvement of the ovaries. 
Perhaps this is not the place to stress the point, but these observa- 
tions influenced me in the critical survey I gave of Gordon Ley’s 
work. In five cases, however, early involvement of the ovary 
was demonstrated. 

In the first case the patient died with carcinoma of the stomach. 
The right ovary was replaced by a mass of growth and measured 
4 x 3 x 2inches. The left ovary and the uterus appeared normal. 
The left ovary was examined histologically. Under low magnifi- 
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cation the ovary appeared normal. The whole of the surface was 
smooth. Under higher magnification, however, it was found that 
although the surface epithelium and the cortex were normal the 
lymphatics of the medulla were full of carcinoma cells (Fig. 1). 
The main involvement of the lymphatics was in the medulla. A 
corpus luteum and several corpora atretica were present, but they 
were not involved by the carcinoma cells. There was not any 
invasion of blood-vessels whether capillaries, arteries or veins. 
The surface epithelium was normal, and evidence of surface 
invasion of the ovary was entirely absent. The specimen proved, 
with absolute precision, that involvement of the ovary had taken 
place by way of the lymphatics. In a few places the carcinoma 
cells in the lymphatics already showed conversion to signet-ring 
cells. The cells had not spread through the wall of the lymphatics 
and consequently gross infiltration of the ovarian tissues was not 
demonstrated. The course of the lymphatics could easily be 
traced. There was a radial spread along lymphatic vessels 
towards the cortex of the ovary. The specimen was very early 
and provided indisputable evidence of the method of spread of 
the carcinoma cells. The opposite ovary contained a growth 
which corresponded with the type which I have described as an 
atypical Krukenberg tumour. 

The second specimen was even earlier than the first which I 
have just described. Neither ovary was infiltrated with growth, 
se far as naked eye examination showed, but the lymphatics of 
the medulla of one ovary were ‘infiltrated with carcinoma cells. 
The third specimen was later. Again one ovary was macroscopic- 
ally involved but the opposite ovary appeared normal. In this 
case the carcinoma cells had spread through the walls of the 
lymphatics to produce columns of cells in the ovarian cortex. 

The fourth specimen was more advanced than the three 
already described. The ovaries showed typical infiltration by 
permeation of the lymphatics of the medulla. Whereas, however, 
in the three previous specimens the uterus did not show any abnor- 
mality, in this case the uterus was infiltrated with growth. The 
carcinoma cells in the uterus had a peculiar distribution. The 
peritoneal surface 6f the uterus was clear of growth, and surface 
invasion was absent. In the middle layer of the myometrium the 
carcinoma cells were found in lymphatics and were distributed in 
consequence around the blood-vessels. Isolated lymphatics filled 
with carcinoma cells were also seen among the muscle bundles 
(Fig. 2). The maximum infiltration, however, was in the endo- 
metrium and in the myometrium lying immediately adjacent, 
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Here there was not any spread direct from the surface epithelium 
of the endometrium, the carcinoma cells had infiltrated both 
endometrium and myometrium through permeation along lymph- 
atics. This specimen illustrated the arrangement of lymphatics 
in the uterus. The proof was again conclusive that the uterus was 
infiltrated by way of lymphatics and not by surface invasion. 

The four cases together furnish overwhelming evidence that 
metastatic ovarian carcinoma may arise by permeation along 
lymphatics. In this method the ovaries are infiltrated by way of 
the medulla without surface invasion. The four cases were those 
of primary carcinoma of the stomach, and in each case it was 
proved at autopsy that the aortic and lumbar glands were infil- 
trated with growth. The growth, therefore, reached the ovaries 
by means of retrograde lymphatic spread. 

An interesting feature of these cases was that in spite of this 
histological finding peritoneal metastases were found in two of the 
four cases. If one analyses these facts it seems clear that one must 
not conclude in cases of peritoneal metastases that the ovarian 
metastases are necessarily produced by implantation. 

Apart from the four early cases which I have just described I 
have had several more advanced cases which showed similar 
infiltration of the medulla but which could not have been inter- 
preted without the previous experience gained from the study of 
the early specimens. Furthermore, an unbroken seri¢s of 
specimens was obtained in this way which convincingly proved 


that the origin of Krukenberg tumours is through infiltration by 
way of lymphatics. 


INVOLVEMENT OF THE OVARIES BY IMPLANTATION. 


The cases which I have just described indicate that a frequent 
method of involvement of the ovaries is by lymphatic spread. 
This, however, is not the only method of spread. I obtained one 
specimen in which the ovaries were directly involved by implan- 
tation at a very early stage. The primary growth was in the 
sigmoid colon and multiple peritoneal metastases were present. 
The right ovary was enlarged to a diameter of one and a half 
inches and contained a fairly large mass of growth. The left 
Ovary appeared normal except for slight irregularities on its 
surface which were proved microscopically to be early deposits 
of carcinoma. The peritoneal surface of the uterus was also 
infiltrated by direct spread. 

Ovary. The ovary was senile and corpora lutea and recent 
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follicles were absent. The lymphatics of the medulla were clear 
of growth as were also the lymphatics of the cortex. On the 
surface of the ovary, scattered irregularly, particularly in the 
furrows, were small bunches of carcinoma cells which retained 
the original acinous arrangement of the primary growth. The 
carcinoma cells were not scattered singly over the surface; they 
were aggregated into bunches. The method by which the ovary 
was involved could be accurately traced, for the bunches of 
carcinoma cells had involved the cortex in varying degrees. The 
histology of the method of invasion was clearly shown. The 
lymphatics had not been invaded and the spread was direct into 
the cortical stroma. A , 

Uterus. In the case of the uterus, involvement of the lymph- 
atics of the myometrium or endometrium could not be demons- 
trated. There were many nodules of carcinoma cells on the 
peritoneal surface of the uterus and these again showed direct 
infiltration of the subperitoneal tissues. In the case of the uterus, 
involvement of the subperitoneal lymphatics was particularly 
noticeable, as I have already pointed out when dealing with the 
spread of ovarian carcinoma. 

These two groups of specimens prove that the ovaries may be 
involved both by lymphatic permeation and by implantation, and 
probably both methods obtain in producing metastatic ovarian 
carcinomata. The question as to which method is the more 
common cannot easily be answered, for with large metastatic 
growths the histology of the tumour does not always help. 

It is significant, however, that of the five early specimens 
which I obtained, in four spread has taken place by lymphatic 
permeation. The other later specimens have been carefully 
examined and I am of the opinion that lymphatic spread is as 
common as the method of spread by implantation. The great 
characteristic of the implantation specimens is that the metastatic 
tumour in the ovaries invariably retains the form of the primary 
growth. 

The other point which should be emphasized is that metastatic 
Ovarian carcinomata which arise by lymphatic permeation do not 
necessarily assume’ the form:of the Krukenberg tumour. This 
tumour presents certain characters which are peculiarly specific 
and which are probably related to local reactions in the ovary. 

The permeation of the lymphatics of the uterus in cases of 
metastatic carcinomata of the ovaries is a finding which is not 
well known. It indicates the hopelessness of dealing with such 
cases by surgical means. 
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Animal experiments. It has already been pointed out that 
metastatic carcinomata of the ovary are common tumours and 
that the ovarian tumour may outstrip the primary growth in size. 
The explanation of the peculiar affinity of the ovary for malignant 
tissues is unknown. The frequency of metastatic tumours is very 
high and statistics show that 10 per cent of cases of carcinoma of 
the breast that come to autopsy have ovarian metastases. 
Probably the incidence is much higher than this in cases of carci- 
noma of the stomach. I thought it was possible that the ovaries 
might have some specific absorptive power for material lying in 
the peritoneal cavity and I thought it might be possible to investi- 
gate the question by animal experiment. With J. H. Johnston, 
I therefore carried out some experiments on rats, injecting 
inanimate matter into the peritoneal cavity and studying the areas 
in which absorption had taken place. It is well known that 
inanimate matter lying in the peritoneal cavity is rapidly absorbed 
through the agency of the omentum and diaphragm, and it 
seemed possible that a similar power might be found in the 
ovaries. A detailed account of the experiments has already 
been described.” The results may be summarized as follows: 
starch suspension, filtering charcoal and lycopodium powder 
were injected intraperitoneally and the animals were killed at 
varying times after the injection: it was found that the particles 
were adherent to the omentum and diaphragm, but not in any 
case was there direct absorption by the surface of the ovaries. 
It is interesting to recall the rapidity with which the particles are 
taken up by the omentum, for within fifteen minutes of injection 
a large proportion of the particles are already adherent to the 
omentum. The experiments were modified by holding the animal 
on its back to allow the ovaries to come into contact with the 
particles—the ovaries in the case of the rat are situated dorsally 
but in spite of this modification in the technique, and in spite 
of long contact. periods up to 24 hours, evidence was not 
obtained of absorption of inanimate matter on the part of the 
ovaries. It was realized that malignant cells might behave differ- 
ently from inanimate matter so further experiments were used in 
which finely divided pieces of Jensen’s rat sarcoma were injected 
intraperitoneally. The results were interesting. The omentum 
was the common site in which metastases developed and the 
mesentery, diaphragm, and intestine were also invaded. The 
ovaries were not involved in any of the cases, and similar remarks 
apply to the uterus. 
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The animal experiments prove that: 


1. There is not any basis for the conception that the ovaries 
possess a specific absorbent action upon foreign particles which 
lie in the peritoneal cavity. 

2. Malignant cells which become disseminated in the 
peritoneal cavity do not pick out the ovaries and form metastases 
there in preference to other organs. 

The result of these experiments has not shed any light what- 
ever on the aetiology of the large metastatic ovarian carcinomata. 
_ The value of the experiments has been to eliminate various 
theoretical possibilities. 

If one takes these experiments into consideration and 
compares the results with those which I have described for human 
material, it seems that the most likely explanation is that the 
majority of cases arise by retrograde lymphatic spread rather 
than by implantation. Even so, one must postulate a local 
stimulus for the growth, otherwise the large tumours cannot be 
explained. 

The experiments are also useful in explaining the metastases 
of primary ovarian carcinomata. The experiments offer conclu- 
sive proof that peritoneal implantation of malignant cells is 
possible, which agrees with the histological researches which I 
have already described. The distribution of these metastases is 
in part explained. The well known omental deposits can now be 
regarded in quite a new light: they illustrate the specific 
absorbent property of the omentum. Similarly with the deposits 
on the under surface of the diaphragm. The deposits which were 
experimentally produced on the parietal peritoneum were proved 
by histology to develop by direct infiltration and they correspond 
to the metastases of the pouch of Douglas and of the posterior 
surface of the uterus which I have already described in the human 
material. 

The experiments also suggest indirectly that the bilateral 
nature of malignant ovarian tumours is not likely to be deter- 
mined by the involvement of the unaffected ovary by implanta- 
tion from the primary growth. 


THE TENDENCY OF OVARIAN TUMOURS TO BE BILATERAL. 


One of the most striking features of ovarian tumours is the 
frequency with which they are bilateral. The bilateral tendency 
is probably greater than with tumours of any other organ of the 
body. 
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In the series of 300 cases the following findings were obtained: 





Number of 
cases Bilateral Percentage 








Chocolate: cystsiis:. 842 hi sy 38 13 34.2 
Cystoma simplex UAT 0 Sis eG I 6.6 
Cystadenoma serosum papillare ... 26 9 34-6 
Carcinoma : 


‘ 


Primary Deine se etic iee 7 ecco) ae 3: 71.0 

Secondary Saul ry ain aheys Meret 7 100.0 
PUPMOPNGRA sess, Seen sis abd, sce? EO 10.0 
Sarcoma and endotheliomata i 4 75.0 
PrevmOren Cysten (oc!) sce say lage) SSS 18.2 
DOHG: CORACOMIA = 25 eee cee I 0.0 
PMMOLAL.C¥Sts! 220 Sk kc Ge IS 6.25 





I have omitted from this list the 21 cases of inoperable ovarian 
carcinomata, for the evidence in these cases is based only upon 
the physical signs. The three cases of coincident tumours of the 
uterus and ovaries are also not included. 

If the statistics are analysed it is found that the malignant 
tumours were bilateral in 76.7 per cent of cases, while of 219 
innocent tumours the cysts were bilateral in 16.0 per cent of 
cases. It follows that if bilateral ovarian tumours are found at 
operation the chances are nearly five to one in favour of the 
tumours being malignant. Next in order of frequency come 
papillary serous cystadenomata and chocolate cysts, which are 
bilateral in approximately one-third of cases. 

Sixteen per cent of innocent ovarian tumours were found to be 
bilateral, a frequency which is far higher than the law of chance 
allows. An explanation is, therefore, required of this high inci- 
dence of bilateral tumours. There are two possibilities, either 
one tumour is secondary to the other or the tumours arise 
independently. The problem can be attacked only by examining 
early specimens: there is no other line of approach. Fortunately, 
the material which I had available allowed the problem to be 
investigated. Two of the early specimens of dermoid cysts, three 
specimens of early pseudomucinous cysts, and one specimen of an 
early papillary serous cystadenoma which I have already 
described were obtained from cases in which there was a similar 
growth of the opposite ovary. 

I have already produced evidence that the early specimens of 
dermoid cysts and of pseudomucinous cystadenomata were found 
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lying deeply in the cortex of the ovary, with a layer of cortical 
tissues intervening between the peritoneal cavity and the tumour. 
In the early specimen of papillary serous cystadenoma there was 
good reason to believe that the tumour arose from downgrowths 
of the surface epithelium of the ovary, but the papillomatous 
development was unquestionably a later phenomenon than the 
production of downgrowths. 


It follows that histological evidence is definitely against the 
conception that bilateral innocent ovarian tumours develop so 
that one is secondary from the other, so far as surface implanta- 
tion is concerned. Spread by the blood-stream is manifestly 
unlikely and such a hypothesis calls for little comment. Spread 
by way of lymphatics is difficult to disprove for I had not a 
specimen in which the uterus was obtained. The histology of the 
smaller tumours was, however, definitely against this view, for 
there was obviously no suggestion that the small tumours had any 
relation to lymphatics. Theoretically this hypothesis is unten- 
able, for the lymphatic drainage of the ovary is such that the 
opposite ovary is not involved and to suggest that a minute portion 
of an innocent ovarian cyst ever passes along lymphatics to 


involve the ovary of the opposite side is not supported by any 
evidence. 


From this investigation there is one conclusion only, namely, 
that bilateral innocent ovarian tumours arise independently of 
each other. This conclusion receives the support of the deduc- 
tions which were made from the pathological study of the fully 
developed innocent tumours, for the tumours are in the main of 
a type which does not form metastases. 


I have purposely refrained up to the present from indulging in 
purely theoretical considerations as to the origin of ovarian 
tumours. From a careful perusal of all the evidence available I 
am inclined to the view that the primary cause for tumour forma- 
tion does not lie in the ovaries. The facts which one can bring 
forward are most readily explained by supposing that the ovaries 
are subjected to a stimulus, rather than that a local cause for 
tumour formation develops within the ovary. If this concep- 
tion is accepted, and I admit that it has not a basis of actual fact, 
the bilateral tendency of innocent ovarian neoplasms can be 
explained as the reaction of similar symmetrically placed organs 
to the same stimulus. This seems to be the most likely explana- 
tion, but it is clearly purely conjectural and I do not wish to 
emphasize this point of view. 
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MALIGNANT OVARIAN TUMOURS. 


In the case of secondary ovarian carcinomata their bilateral 
nature is easily explained either on the basis of lymphatic permea- 
tion or of implantation, for on the law of averages both ovaries 
should be involved as they have similar anatomical relations. 

In the case of primary ovarian carcinomata the question is 
quite different. ‘Theoretically, in cases of primary carcinoma of 
one ovary the incidence of metastases in the opposite ovary should 
not be greater than in any other of the pelvic viscera. In actual 
fact it should be much less, for direct extension should first involve 
the uterus, and lymphatic permeation should involve the opposite 
ovary much later than, say, the uterus. Clinically, however, it 
is well known that this is not the case: for example in the series 
of 46 cases of primary carcinomata which came’ to operation, 
secondary deposits were observed in only 56 per cent of cases, yet 
71 per cent of cases were bilateral. I think that most surgeons 
would agree that bilateral malignant ovarian tumours may be met 
with, without visible metastases being demonstrated. 

These considerations suggest, therefore, that bilateral primary 
ovarian neoplasms may not necessarily develop in such a way 
that one growth is secondary to the other. 

The question could be answered with considerable accuracy 
by an examination of specimens. 

In the series of 46 cases, the uterus was removed, together with 
the malignant ovarian tumours, in six cases. The uterus was 
carefully examined histologically in all these cases and in one case 
large sections were taken which included the bases of the ovarian 
growths, and the whole thickness of the uterus. From an exam- 
ination of such sections at different levels in the uterus, the 
relation of carcinoma cells to the uterus and to the opposite 


broad ligament could be traced. The following results were 
obtained : 


1. It was possible to trace spread of carcinoma from an ovarian 
tumour through the mesovarium and the broad ligament as far as 
the uterus, the carcinoma cells spreading along lymphatic 
channels. In the uterus the lymphatic channels involved were 
the subserous system. Invasion of the myometrium or endome- 
trlum was absent. Furthermore the carcinoma cells did not 
spread to the opposite side of the uterus but were restricted to one 
side. 

2. It was impossible to demonstrate continuity between one 
ovarian tumour and the other. There was not any evidence that 
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carcinoma cells derived from one ovarian tumour had passed by 
way of lymphatics or even by direct spread through the uterus to 
involve the broad ligament of the ovary of the opposite side. 

3. In the cases examined the ovarian tumours were approxi- 
mately of the same size. 

It should be pointed out that this method of investigation was 
as precise as is possible with the methods available at the present 
day. These researches prove, therefore, that the bilateral nature 
of primary malignant ovarian tumours cannot be explained either 
by direct extension from the primary growth or by lymphatic 
permeation. 

There are only two other possibilities. Either the opposite 


ovary is involved by implantation or the tumours arise independ- 
ently of each other. 


THE THEORY OF IMPLANTATION. 


I have obtained a fairly large number of specimens of bilateral! 
malignant ovarian tumours, but I have never obtained histological 
evidence that the opposite ovary is involved by direct implanta- 
tion. I admit that the histology is difficult, for it is only rarely 
that one obtains specimens of early cases, and with large tumours 
it is difficult to interpret the origin of the tumour. It is very 
common for bilateral malignant tumours to have smooth surfaces. 
Frequently, again, one or both tumours may be cystic, and | 
personally find it very difficult to believe that a cystic malignant 
tumour may arise by implantation. Histologically, the evidence 
is very much against the theory of implantation. I have never 
seen any suggestion in my material that the opposite ovary is 
affected in this way. Again, there is no explanation of the wl 


known clinical fact that the two ovarian tumours are frequently of 
the same size. 


This evidence, such as it is, offers fairly convincing proof that 
the bilateral nature of the malignant tumours cannot be explained 
on the hypothesis of implantation. 


THE THEORY OF SIMULTANEOUS AND INDEPENDENT ORIGIN. 


This theory must be accepted to explain the bilateral character 
of primary malignant ovarian tumours, for the other possibilities 
have been eliminated by a process of exclusion. Of direct evidence 
in its support are the following facts: 


1. Bilateral ovarian tumours are frequently of the same size. 
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2. Each tumour may be cystic. 


3. The ovarian tumours are invariably larger than their 
metastases. 


4. Each tumour may be freely movable without either macro- 


scopical or miscroscopical evidence of direct continuity between 
the tumours. 


The most important piece of evidence is that which ] have 
already mentioned when dealing with the coincident tumours of 
the ovaries in cases of carcinoma of the body of the uterus." I 
proved that these tumours arise independently of the growth in the 
uterus. In one specimen there was a malignant ovarian tumour 
in one ovary. In the other ovary there was a small innocent 
cystoma with high columnar epithelium in its wall. This cystoma 
was innocent but histology suggested that the malignant tumour 
probably arose from a similar tumour. This piece of evidence 
may not seem convincing but it is difficult to imagine how else the 
question may be answered. 


CONCLUSIONS. 


The bilateral nature of both innocent and malignant primary 
ovarian tumors is due to simultaneous and independent develop- 
ment. 

In the case of malignant tumours the same hypotheses hold 
good as for the innocent tumours. To explain them it is suggested 
that the same stimulus is exerted upon symmetrically situated 
organs which are almost identical both structurally and function- 
ally. With malignant ovarian tumours the stimulus to malignant 
change develops either initially or early in the formation of the 
tumours. This hypothesis accounts for the established fact that 
most malignant tumours do not accurately conform to the typical 
innocent tumours. Tumours of the ovary which show malignant 
changes developing in a fully developed innocent tumour are 
much less common than malignant tumours which show little or 
no resemblance to innocent tumours. 


TORSION OF OVARIAN CysSTs. 


In the series of 300 cases of ovarian tumours there were 35 
cases of torsion of the pedicle, an incidence of 11.67 per cent, 
The cases were distributed as follows: 
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Number of Cases ot 
cases torsion Percentage 





Cystoma simplex Sot ip ssa) Sk, 84 Ree 13.3 
Cystadenoma papillare sos llama 2 15.4 
Pseudomucinous cystadenomata ... 91 18.6 
Carcinomata sain sou Pece WT gcrais + Bache een 2.07 
Fibromata ... SPN Spee ee IC 
Sarcoma Pear cere an? tars. Penne eet 4 
Teratoid tumours Wad” Megee AO TAE. Nae 
Fimbrial cysts 

Chocolate cysts 


20.0 
0.0 
13.0 
37-5 
0.0 











Chocolate cysts and malignant tumours are very prone to 
form adhesions, and torsion is therefore extremely rare with these 
tumours. Fimbrial cysts are different from the other tumours in 
that they have long pedicles and the high incidence of torsion with 
these tumours can perhaps be explained in this way. If malignant 
tumours, chocolate cysts and fimbiral cysts are excluded from the 
series, the incidence of torsion in the other forms is 16.5 per 
cent. There is, therefore, little difference in the incidence with 
these other types of tumour. Pseudomucinous cystadenomata 
are, however, slightly more prone to torsion than the other forms. 


Size. 

The well known rule that ovarian cysts do not undergo torsion 
unless they are of the size of the foetal head was illustrated by the 
series of cases. There were only four exceptions to this rule, and 
in only one case had torsion taken place when the tumour was 
lying in the cavity of the true pelvis. On the other hand, torsion 
was seen in tumours up to I5 inches in diameter. 


Age. 
The youngest patient was 19, the eldest 77. 


10-20 21-30 31-40 41-50 51-60 61-70 71-80 
2 9 6 6 8 3 I 
Little can be obtained from these statistics, for the incidence 


between the ages of 21 and 30 was mainly determined by the 


fimbrial cysts, at other ages by the pseudomucinous cystadeno- 
mata. 
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Disinbution. 


Thirty-five cases of torsion were obtained: the proportion 
distributed as follows: 








Number of 
cases Percentage 


Cystoma simplex ... “a 
Cystadenoma papillare ...... 
Pseudomucinous cystadenomata 
Carcinoma 

Fibroma Bad 

Teratoid tumouts ... 

Fimbrial cysts 





bs Sl aa 
Ik.2 
48.6 
2.86 
595 
8.6 
17-2 


Aw dN HNP DN 








In other words almost half the cases of twisted ovarian cysts are 
pseudomucinous tumours. 

In 16 cases the tumour developed on the right side, in 18 cases 
on the left: in one case both cysts had undergone torsion. 

Pain was complained of by 33 patients: in 30 cases it was 
severe. 

The duration of the pain prior to operation varied consider- 
ably. In 15 cases the duration was less than a week, but in the 
remainder, i.e. 20 cases, abdominal pain had been present for 
longer, and in 10 of these cases the patients had suffered from pain 
for longer than two months. 

In eight cases the patients had had recurrent attacks of 
abdominal pain, in one case over a period as long as four years. 

Vomiting was complained of by 16 patients. 

Nausea was complained of by four patients. 

Temperature. A raised temperature was present in nine cases. 

Vaginal haemorrhage. Vaginal haemorrhage was not brought 
on by torsion of the cyst in any case. 

Pregnancy. Torsion did not develop during pregnancy in any 
case, but there was one case of torsion developing on the tenth day 
of the puerperium. 

Degree of torsion. Accurate statistics are not available. The 
greatest twist was through four complete circles: the average is 
between two and three. 

Accurate statistics of the direction of twist in all the cases of the 
series are wanting. 


Aetiology of torsion of ovarian cysts. 
The causation of torsion of ovarian tumours is not known with 
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accuracy, for it is usually with the results of torsion that one has 
to deal, and an opportunity is not afforded of observing the process 
actually at work. 

The statistics that have been brought forward show that: 
(1) The right and left ovaries are involved with equal frequency. 
(2) There is not any special age incidence. (3) The tumours with 
long pedicles, namely fimbrial cysts, are more prone to torsion 
than tumours which are either fixed or have broad pedicles. Small 
tumours rarely undergo torsion. The usual size of twisted tumours 
is six to seven inches in diameter, but large tumours are not by 
any means exempt from torsion. 

The case records did not give accurate information of the 
direction of twist. In my own experience the most usual rotation 
has been for the anterior surface of the tumour to be rotated to the 
right. Itis frequently extremely difficult to be quite certain of the 
direction of rotation at operation. 

One of the most striking features of specimens of twisted 
cvarian cysts is the number of times the pedicle may be twisted on 
itself. It is not by any means uncommon to find that the tumour 
has rotated through three complete circles, and larger rotations 
have been observed. 

These are the main facts about rotation of the tumours; the 
next step is to explain why rotation develops. A variety of 
hypotheses has been advanced. The contraction of adhesions, 
asymmetrical growth, and movements of the sigmoid colon have 
all been suggested, but the reason why the rotation may be through 
three or more complete circles is not explained by any of these. 
Furthermore, it is very doubtful if torsion of an ovarian cyst 
through three or more complete circles can be explained on purely 
physical grounds. An ovarian cyst is a heavy spherical body 
attached by its pedicle below. It is very easy to understand and 
to explain the rotation of any body if it is suspended by its pedicle 
from above. With an ovarian cyst the position is much different; 
the cyst actually lies above the level of its pedicle, and it is quite 
clear that gravity cannot play any part in causing torsion. 


Theory of torsion. ° 

It is a well-established clinical fact that a history of exertion or 
of viclent movement is frequently obtained in cases of torsion. It 
is suggested that these movements result in a rotation of the 
tumour through perhaps half a circle and perhaps through an arc 
greater than this, though I do not think that the latter suggestion 
is possible on mechanical grounds. In those cases of torsion which 
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arise independently of such movements, similar small twists may 
be induced through movements of the sigmoid or even through 
rotations of the body of the patient, such as turning over in bed. 

There is therefore not any difficulty in accounting for small 
degrees of torsion, and the possibilities that have been indicated 
in the foregoing will probably be generally accepted. 

It is suggested that the next factor in the production of torsion 
is haemodynamic. However slight the torsion of the ovarian 
cyst, the ovarian artery must be both stretched and twisted. Most 
important of all, the twist of the artery is in the same direction as 
the original twist of the cyst. The twisted artery pulsates, for in 
the early stages of torsion the lumen of the vessel is not obliterated. 
With each pulsation a column of blood, the dimensions of which 
are determined by the lumen of the artery, is forced through the 
artery. As the wall of the vessel is twisted, part of the momentum 
of the blood is spent against the wall, and the force exerted will 
always be in the direction of the twist. In other words, the pedicle 
of the cyst is subjected to a series of small impulses, each of which 
tends to increase the extent of the twist. The result of each impulse 
is extremely small, so far as the tumour itself is concerned, but the 
impulses recur with a regular rhythm at a rate of 72 per minute. 
Although each impulse may only succeed in rotating the tumour 
a minute fraction of a degree of a circle, the combined effect of the 
impulses acting for half an hour will clearly be considerable, for 
72 x 30 impulses would be transmitted in this time. The tumour 
itself is free to move; in fact an ovarian cyst free of adhesions is as 
movable as any structure within the peritoneal cavity. 

Pain develops in the cyst when the veins are occluded and the 
tumour becomes engorged with blood. On the theory that I have 
put forward torsion will cease immediately the main artery in the 
pedicle is occluded. The rarity of necrosis in twisted ovarian 
cysts is perhaps accounted for by the presence of the tubal branch 
of the uterine artery in the pedicle. 

The theory that I have put forward is perhaps capable of a 
rigorous mathematical analysis, for the dimensions of the force 
exerted at each pulsation of the vessel can be calculated. The 
couple exerted on the pedicle clearly depends upon the thickness 
of the pedicle. The force required to rotate the ovarian cyst is 
mainly determined by the diameter of the cyst, for the frictional 
resistance of its peritoneal surface is negligible. 

Although the theory that I have put forward savours rather 
of Planck’s quantum theory than pure gynaecology, it allows 
most of the established facts to be explained. 
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Torsion in relation to pregnancy and the puerperium. 

It is generally admitted that torsion of the ovarian cysts is 
common during pregnancy and during the puerperium. In the 
ceries of 300 cases, however, there was not a single case of torsion 
of the pedicle of such cysts during pregnancy, although 2,200 
in-patients were delivered during the period in which the tumours 
were collected and 4,000 out-patients were dealt with by the 
maternity department. 

Phese results receive statistical support from the figures of 
Stubler and Brandess,* and Fehling and Grotenfelt. 

Similar remarks apply to puerperal cases. In only one case 
Gut of 35 cases of torsion did this complication develop during the 
puerperium, On the other hand, the number of ovarian cysts 
which were encountered during the puerperium was small only 
seven in all so that the statistics are not perhaps capable of with- 
standing criticism, 

Nevertheless, the figures show that in a series of 35 cases of 
twisted ovarian iumours the incidence of puerperal cases and of 
cases arising during pregnancy is small. 

Results of torsion. 

Detachment of the tumour from its pedicle was not met with in 
the series, although this sequel is well known. Similarly there was 
hot any case of necrosis, gangrene or infection of the tumour. 
All these complications are rare and I have not any material to 
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Spontaneous reduction of torsion. 

There is good evidence that recurrent attacks of torsion are 
encountered with ovarian tumours. For example, in eight cases 
of the series of 35 cases there was a history of recurrent attacks 
of abdominal pain. This evidence strongly favours the idea that 
spontaneous reduction does occur. How this is achieved is very 
difficult to explain. It is very doubtful, however, if cases in which 
there are extreme degrees of torsion ever reduce themselves spon- 
taneously 
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ILLUSTRATIONS. 


FiG. 1.—DEVELOPMENT OF A SECONDARY OVARIAN CARCINOMA BY LYMPHATIC 
PERMEATION OF THE MEDULLA. 

The specimen was obtained at autopsy in a case of carcinoma of the 
stomach. To the naked eye the ovary appeared normal and the surface was 
smooth. The photograph illustrates the appearances of the medulla of the 
ovary when examined under high magnification. The lymphatics are filled 
with carcinoma cells, and as yet there has been little, if any, spread through 
the walls of the lymphatics to involve the ovary. These appearances are 
frequently seen in large secondary carcinomata. 


Fic. 2.--LYMPHATIC PERMEATION OF THE UTERUS. 


The specimen was obtained at autopsy from a case of carcinoma of the 
stomach, in which both ovaries were involved by lymphatic permeation. 
The uterus was also examined, when it was found that the lymphatics of the 
uterus were full of carcinoma cells. The photograph shows a lymphatic lying 
in the middle of the myometrium filled with carcinoma cells. 


Ovarian Pregnancy 


With the description of a Case 
BY 
WILLIAM CLEMENT, M.B., Ch.B. 


Dispensary Surgeon, Royal Samaritan Hospital for Women, 


Glasgow. 


A stupy of the records of cases of ovarian pregnancy shows that 
there are many points of interest on which very divergent opinions 
have been formed. It is surprising to find that the frequency of 
the occurrence of ovarian pregnancy is not yet known. Those 
who have analysed the records, as will be shown later in this 
paper, differ as to the number of cases which justify their being 
included in the category of ovarian pregnancy. Great difference 
of opinion is recorded as to whether or not decidual reaction 
occurs in the ovary. The frequency of the presence of a corpus 
luteum of pregnancy in the remnant of ovary, and the factors 


ccetermining its preservation, are still unknown. The aetiological 
factors governing the occurrence of ovarian pregnancy, and the 
finer details of the implantation of the ovum are still uncertain. 
It is in order to aid in the determination of these facts that this 
case of ovarian pregnancy is reported. 


CLINICAL REPORT. 

The patient, aged 27 years, was admitted to Dr. Shannon’s 
wards complaining of metrorrhagia, of attacks of pain in the left 
side, and of dyspareunia, occurring at intervals during the 
previous two months. 

Past history. The patient had had three full-time normal 
pregnancies, the voungest child being one year old. There had 
not been any miscarriages. Her periods recurred regularly every 
28 days and the flow usually lasted for six days, but was not 
excessive. There was a definite history of there not having been 
any amenorrhoea, and her last normal period commenced 15 
weeks before admission. 

History of present illness. A month later menstruation com- 
menced as expected, and at first the flow seemed normal, but after 
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a few days the blood became “‘thicker’’ and several small blood 
clots were passed. After two weeks the bleeding stopped, and 
that night the patient had a sudden attack of sharp pain in the 
left side. This attack lasted for four hours and was relieved by 
the application of heat to the abdomen. During the next four 
weeks two more haemorrhages occurred, each lasting for one 
week, with an interval of a week. 

Two weeks later a second attack of pain in the left side was 
preceded some hours before by a recurrence of the haemorrhage. 
The pain came on suddenly while the patient was lying quietly in 
bed. It was sharp and cutting in character and radiated down 
the lateral aspect of the left leg. The attack lasted for half an 
hour and was again relieved by the application of heat to the 
abdomen. The last haemorrhage continued for one week, and two 
weeks later the patient was admitted to hospital. During this 
tortnight the patient complained of only dyspareunia, which had 
been present since the onset of her illness. 

On admission the patient was free frem symptoms and her 
general condition was good. Abdominal examination revealed 
slight tenderness in the left iliac fossa, and although actual 
ligidity was not felt, there was slight resistance to pressure in the 
lower half of the left rectus muscle. 

By abdomino-vaginal examination the uterus was found to be 
normal in size, position and mobility. A cystic swelling could be 
felt lying above and behind the uterus on the left side. This 
swelling was very tender. 

Operation. On the morning following admission the uterine 
cavity was curetted. The abdomen was then opened. The 
abdominal cavity was free of blood. The uterus, right Fallopian 
tube and ovary were normal, but attached to the lower pole of the 
left ovary there was a plum-coloured blood cyst. Except for a 
few filmy adhesions, which bound the ovary to the broad liga- 
ment, the anatomical relations of the ovary were not altered. The 
left ovary and small portion of the distal end of the Fallopian tube 
were removed. 


PATHOLOGICAL REPORT. 

The specimen consisted of the distal portion of the left 
Fallopian tube, a portion of the mesosalpinx, the left ovary, and 
of portions of endometrium. 

(a) Macroscopical. The Fallopian tube was normal in size, 
the fimbriae were free and the ostium was patent. The portion of 
the Fallopian tube, after fixing in five per cent formalin, measured 
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approximately two centimetres. The portion of mesosalpinx, 
although contracted, was translucent and the ovarian fimbria was 
seen along its outer border. The ovary was composed of two 
distinct portions. The upper part (2.5 cm. x 1.7 cm.) consisted of 
ovarian tissue and overlay the lower segment (2.2 cm. x 2.4.cm.), 
which consisted of a blood cyst (Fig. 1a). The latter was very 
sharply differentiated from the former, not only by its colour, but 
also by @ demarcating sulcus. On hemisection (Fig. 1b), the 
upper ovarian part was found to contain several small retention 
cysts. The lower part consisted of a firm laminated clot enclosed 
ina capsule which was continuous with the ovarian stroma. This 
capsule attaincd its maximum thickness on the upper side of the 
blood-clot and became extremely thin upon the lower side, where 
the blood-clot was separated from the surface of the ovary by a 
fine membrane only, which was accidentally ruptured after 
operation. The endometrium was normal in appearance. 


BIG Fic. 


Posterior view of external Mesial section through 
ispect of the tube and ovary and. gestation sac 
oar » natural siz , natural size). 

(b) Microscopical. Examination of the upper portion of the 
ovary showed that the tunica albuginea was hypertrophied and 
the walls of the blood-vessels in the stroma were much thickened. 
Lhe cysts were sitmple retention cysts, corpus luteum was not 
seen, and decidual reaction could not be detected. The ovarian 
stroma near the blood-clot showed degenerative changes and 
contained dilated thin-walled blood-vessels. As in two cases of 
Reinecke’ several interstitial haemorrhages were seen in the 
stroma. Although villi were seen near the ovarian tissue, penetra- 
tion of ovarian tissue by chorionic elements was not found. This 
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absence of penetration was observed by Bass' in one case and in 
another by Reinecke.” 

Examination of the lower portion of the ovary showed that the 
capsule of the blood-clot was composed of compressed ovarian 
stroma. Within the blood-clot chorionic villi were seen, many of 
which were degenerated (Fig. 2). A few of the villi however, 
were still partially covered by remnants of syncytium (Figs. 3 and 
4). Embryonic remains were not found. 

In the endometrium, apart from the presence of slight glandu- 
lar hyperplasia and a few interstitial haemorrhages in the stroma, 
changes of note were not seen. Decidual reaction was not detected. 


DISCUSSION. 

Almost every one who has written on ovarian pregnancy has 
attempted to analyse the literature on the subject, and, as a result, 
there are many divergent opinions as to the frequency of the con- 
dition. Norris’ collected 19 authentic cases from the literature 
between 1899 and Ig09. From 1g1o to 1917 Lockyer‘ found 22 
genuine cases published in that period, making a total of 41, but 
Meyer and Wynne,’ reviewing practically the same period (1908- 
1917), stated that 58 cases had been reported. Sutton*® very 
critically considered that the number of genuine cases on record 
in 1922 was only 47, and in 1926 Vineberg’ considered that the 
number had reached 56. Brown * in 1927 found 62 genuine cases. 
In 1931 Wollner® wrote, ‘‘Reviewing a total of 87 cases in the 
literature, not more than 48 of them can be definitely classified as 
true ovarian pregnancy,”’ while in the same year Gerstel'® stated 
that he had collected 200 cases. This disparity is partly due to the 
iact that, although German workers had recorded at least 14 cases 
prior to 1899, the majority of English and American writers 
refused to recognize the condition unti! the publication of Van 
Tussenbroeck’s'' case in that year. 

In the history of this case there is an interesting feature, 
namely the absence of even a short period of amenorrhoea prior 
to the onset of symptoms. The history of the complaint com- 
menced at a time when the menstrual period was normally due. 
The case is therefore not analogous to those described by Hunter’? 
and Lea, nor to the second case recently reported by Johnstone, 
Fahmy, and Kellar,"’ as these patients were operated upon before 
the next menstrual period was due. It seems possible that, in the 
present case, the hyperaemia which probably occurs throughout 
pregnancy at intervals corresponding to the menstrual cycle, may 
have been responsible for a haemorrhage sufficiently large to 
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break up whatever attachments the chorionic villi may have had, 
and resulted in its rapid death, disintegration, and in the formation 
of a mole. The menstrual history also suggests that the embryo 
was not more than four weeks old at the time of death. The other 
symptoms and signs resemble those of most of the recorded cases, 
although Brooks and Charpier™* reported a case in which clinical 
symptoms were entirely absent except for an increase in the pulse- 
rate. A history of sterility is absent, which contrasts with many 
recorded cases. 

The absence of decidual changes in the ovarian stroma corres- 
ponds to the findings of many recorders —Anderson,’” Brown,” 
Hoehne,'* Federlin,'’ Martin and McIntyre,*® Zimmermann."’ 
Norris’ considers that the identification of decidual cells in the 
stroma in the recorded cases is unsatisfactory. Meyer and 
Wynne’ concluded that ‘‘since changes suggesting decidual reac- 
tion in the ovary have been recorded so seldom it is doubtful 
whether much emphasis should be laid on them.’’ Caturani,”° 
in discussing Sweeney’s”' case, states that ‘‘it is unusual to find 
decidual tissue,’’ and Bryce, Teacher and Kerr,** discussing their 
own case state that, ‘‘In the present case, as in all others recorded, 
there is no formation resembling decidua.’’ Williams” is of the 
opinion that a definite decidua is absent. 

On the other hand, Giles and Lockyer*' depict, in Fig. 6 of 
their paper, patches of decidual cells in the stroma of the medulla 
of the ovary, although Lockyer* does not record any decidual 
reaction in the other two cases of molar pregnancy reported by 
him. Hunter'’ emphatically states that he is ‘“‘convinced that 
this change (decidual reaction) does occur in the early stages of 
ovarian pregnancy.”’ 

In spite of this difference of opinion, it does not seem remark- 
able that so many observers have been unable to find decidual 
changes. Decidual reaction is by no means constantly found in 
tubal pregnancy, and as tubal mucosa more closely resembles 
that of the uterus, it is not surprising that it should be absent 
in the majority of recorded cases of ovarian pregnancy. It is 
still less surprising that decidual reaction is not found in this 
case, which is an ovarian mole. 

The absence of a corpus luteum is in accordance with the 
findings of Meyer and Wynne,’ Hoehne,'® Kupfer,** Giles and 
Lockyer,** Remmelts,** and others. Nevertheless many have 
recorded the presence of a true corpus luteus of pregnancy or at 
least the presence of luteal cells. One interesting case is reported 
by Gilmor, Smith and Gatenby,”’ in which they believe the corpus 
luteum to be ina ‘‘very active state.” 
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According to Hochne'’ the presence or absence of a corpus 
tuteum is determined by the position in which the ovum becomes 
implanted. He believes that, if the egg is embedded in the follicle 
(iatratollicular) the corpus luteum is pressed on and may disap- 
pear. On the other hand, if the egg is embedded superficially in 
the ovary, ina ‘‘niche in its surface,’’ the corpus luteum is pre- 
served, If Hochne’s'” theory is correct, then the fact that Fahmy"* 
found the villi ‘‘to be attached directly to lutein tissue’’ is further 
suppoil to his claim that his intrafollicular case is in an early 
stage of development. 

Bryce, Teacher and Kerr*' have divided the published cases 
‘into three categories according to the relation of the lutein 
tissue.’’—(1) It may occur all round the gestation sac; (2) It may 
appear only in one aspect of the gestation sac; (2a) The corpus 
luteum may be intact; (3) It may be absent altogether, 
either as a separate layer or as an intact corpus luteum. These 
authors consider that such variations are brought about by the 
site of implantation of the ovum, and by the extent of the des- 
tructive activity of the trophoblast. They conclude that varia- 
lions in the site of implantation are due to differences in the 
degree only, to which the ovum burrows into the connective 
tissue of the ovary, but point out that the initial differences due 
to variations in the site of implantation may disappear. They 
agree that in cases in which the corpus luteum is absent intra- 
follicular embedding may have occurred, but they also consider 
that the non-existence of a corpus luteum may be due to des- 
tructive activity of the trophoblast. 

The presence of atresic follicles in the ovary has been recorded 
by bederlin,'’ Lockyer’ (two cases), Hunter,'’ Reinecke’ (two 
cases), Wollner® and others. The relative frequency with which 
their presence has been recorded seems more than a mere coinci- 
dence. They are associated in this case with signs of chronic 
inflainmation tn the ovarian stroma. The pathological condition 
is therefore not confined to a single Graatian follicle, but involves 
the whole ovary. Wollner,’ being impressed by the number of 
clinical histories of reported cases which show a long-standing 
sterility previous to ovarian pregnancy, is also of the opinion that 
the pathology involves the whole ovary. 

It seems justifiable to conclude that the cystic follicles in this 
case tollowed the failure of the Graafian follicles to rupture 


through the thickened tunica albuginea. Pathological ovulation 


resulting trom the shght chronic inflammatory changes in the 


ovarian stroma probably explains the occurrence of an ovarian 
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pregnancy in this case. The suggestion of Wollner® seems reason- 
able that, when the resistance of the tunica albuginea is not suff- 
cient to prevent rupture, a slow rupture occurs. The decreased 
momentum of the liquor folliculi associated with the expenditure 
of force in rupturing through a thickened tunica albuginea may, 
in this case, have been insufficient to flush the ovum into the 
abdominal cavity. Fertilization of the retained ovum has pro- 
bably occurred within the follicle. 

The assumption for which Strassmann’s* studies of ovula- 
tion do not give any evidence—-that the ovum is dislocated 
out of the stream of the escaping liquor, seems unnecessary. This 
case throws no light on the question whether certain cases 
of ovarian pregnancy result from occlusion of the rupture, by 
a portion of blood-clot, thus preventing the escape of the ovum 
and yet permitting the passage of the spermatozoa. 

The histological picture of the endometrium corresponds to 
that described by Meyer and Wynne,’ which is the only other 
case recorded in the literature available to me in which a micro- 
scopic report of the endometrium is found. It is of interest 
to note that there is no decidual change seen in either case. 
Meyer’s specimen appears also to have been a mole. Norris’ was 
of the opinion that the uterine decidua is usually expelled through 
the cervix shortly after the death of the embryo. As the patient 
noticed a change in the character of the discharge during the 
first haemorrhage, it is probable that the decidua was expelled 
at that time. If this assumption is correct, it agrees with the con- 
clusion drawn from the menstrual history, that the embryo could 
not have been more than four weeks old at the time of death. 

The condition laid down by Norris* that the corresponding 
Fallopian tube should be examined, is not fulfilled. Hunter also, 
following the precedent of Van Tussenbroeck,'' did not submit 
the Fallopian tube to microscopic examination. Bryce, Teacher 
and Kerr,*' in a short description ot Van Tussenbroeck’s'' 
specimen, stated that, “The Fallopian tube was in no way 
attached to the ovary, and being normal was obviously not the 
primary seat of implantation of the ovum.”’ This could apply 
to the present case. 


This bears a remarkable resemblance to the specimen pub- 
lished by Giles and Lockyer," and to the two specimens reported 
by Lockyer." It is undoubtedly a case of primary ovarian molar 
pregnancy, as the mole was completely surrounded by ovarian 
tissue. There was not any evidence that the ovum was. first 
embedded elsewhere. — Anatomically the specimen answers the 
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requirements of Spiegelberg’s?’ specification, and the presence of 
a sulcus between the ovarian tissue and the mole serves, according 
to Eden and Lockyer,*’ to distinguish the condition from a 
haemorrhagic ovarian cyst. Histologically the diagnosis is 
verified. 

The patient made an uninterrupted recovery, and was dis- 
charged 21 days after operation. Two months later she was 
free from all discomfort, including dyspareunia. Fourteen months 
after dismissal she gave birth to a full-time child. The confine- 
ment and puerperium were normal. 


SUMMARY. 

1. The case presented is one of unruptured, primary ovarian 
molar pregnancy. The embryo presumably died before reaching 
the age of four weeks. The case was operated upon approxi- 
nately 11 weeks after the apparent termination of the pregnancy. 

2. The important anatomical findings were the following: 

(a) The Fallopian tube on the side of the pregnancy was 

intact and free, and apparently normal. 

(b) The mole enclosing the pregnancy occupied the position 

of the ovary. 

(c) The mole was attached to the uterus by the ovarian liga- 

ment. 

(d) The mole was completely surrounded by ovarian tissue. 

(e) Chorionic villi, in an advanced stage of degeneration, 

were found in the blood-clot. 

3. Great disparity of opinion as to the relative frequency of 
ovarian pregnancy is demonstrated by a few recent statistical 
hgures, 

4- The clinical history is of special! interest, in that there was 
no period of amenorrhoea prior to the onset of the symptoms. 

5. Decidual reaction was absent in the ovary; also a corpus 
luteum and luteal cells. 

6. Chronic inflammatory changes were fonnd in the ovary 
and to these may be attributed the retention of the ovum within 
the follicle. 

7. Microscopic examination of the endometrium revealed 
changes of no special interest. 

I desire to express tiny indebtedness to Dr. Shannon for the 
opportunity to describe this interesting specimen, and to Dr. Amy 
Fleming for her valuable assistance. 
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The Radium Treatment of Non-Malignant Uterine 
Haemorrhage. 


BY 


PuyYLLis Epps, M.D. (Lond.), M.R.C.P. (Lond.). 
Late Assistant Research Officer, the Marie Curie Clinic. 


Fok the past 15 to 20 years excessive uterine haemorrhage, not 
due in the majority of cases to any demonstrable pathological 
lesion, has been treated, among other methods, with radium. A 
considerable number of cases has now been reported, rendering 
it possible to estimate the suitability of radium therapy, its 
results, contra-dictions and the dosage. It would appear in 
reviewing recent literature that a somewhat wide range of dosage 
has been employed. 

Neill' reported 30 cases of haemorrhage in patients aged 13 
to 25 years, 27 of whom were treated with intra-uterine radon, 
and three with surface radon to each ovarian region. Neill 
divided the results into four groups. Group I consisted of 16 
patients, who received an average dose of 583 me.h, whose 
periods became normal immediately, or a few months after treat- 
ment. In Group 2, five patients, receiving an average dose ot 
800 me.h., had temporary amenorrhoea lasting from three 
months to two years, with later a return to normal. In Group 3, 
six patients, receiving an average dose of 712 me.h., had per- 
manent amenorrhoea, being followed up for six months to four 
years. Group 4 consisted of three patients, who received surface 
irradiation, and in whom normal menstruation was established 
(in one case only after a second irradiation). It is to be nected 
that a dose of 700 to 800 me.h. effected prolonged amenorrhoea, 
possibly permanent, in six of these patients. 

Neill’ also reported 144 cases of 40 years of age or over, the 
average age being 46. © One hundred and thirty-nine of these 
patients received an intra-uterine dose of 1,000 to 1,200 me.h., 
five were treated by surface irradiation. In 85 cases amenorrhoea 
followed immediately, and in 53 (tour were treated by surface 
irradiation) amenorrhoea followed after one to four periods. 

Kelly,* in his paper on this subject, quoted Neill’s figures for 
the 30 young patients (referred to above). He advised a moder- 
ate dose in order to avoid menopausal symptoms in patients 
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under 40. For menopausal haemorrhage he thought ray therapy 
was probably a specific, and advised a dose of 1,200 to 1,500 
me.h., at this age. 

Figures from the Mayo Clinic were reported by Stacey and 
Mussey.’ Fifteen patients, aged 14 to 21, received 100 to 700 
mg.h. (average dose 225 mg.h.) in the uterus. In seven patients 
the periods improved (a second dose being needed in two cases) ; 
two patients had amenorrhoea for six months, followed by a 
return of the periods; five patients needed operation later, (two 
of these being temporarily improved); and one patient was not 
traced. The conclusion was that a small dose, 200 to 250 mg.h. 
was advisable, and could be repeated if necessary. Stacey and 
Mussey also traced 244 patients of menopausal age, whose 
average age Was 45.7 years, and who had received from 250 to 
1,000 mg.h. These authors concluded that a dose of 800 to 
1,000 mg.h. gave satisfactory results in more than 90 per cent 
of the cases. 

Bowing,’ in reviewing the 2,060 patients treated by radium 
at the Mayo Clinic for menorrhagia between 1915 and 1925, 
came to much the same conclusions as Stacey and Mussey. 
Bowing recommended a small dose, which could be repeated if 
necessary; he designated a small dose as 200 to 300 mg.h., a 
moderate dose as 300 to 600 mg.h., and a large dose for women 
of menopausal age as 700 to 1,200 mg.h. The point that some 
months must elapse after treatment before its efficacy can be 
judged was noted by him, as it was by several other authors. 

Forsdike’s® figures for 200 cases include 16 aged 18 to 26 years, 
and 20 aged 30 to 35 years. Of the 16 younger women, 12 
became normal after varying periods of amenorrhoea, three still 
had amenorrhoea (followed up for nine months), and one later 
had a hysterectomy. In the group of 20, 14 had amenorrhoea 
(six after two exposures, four after prolonged exposure of 40 
to 48 hours), and six had normal periods after a varying period 
of amenorrhoea. Forsdike concluded that in women of meno- 
pausal age, 100 mg. radium bromide for 24 hours (equalling 
1,200 m.e.h.) was the optimum dose; if the patient was very 
anaemic, the time could be prolonged to 36 or 48 hours. In 
younger women, Forsdike subjected the earlier cases to 50 mg. 
radium bromide tor five, six, eight or 10 hours with a very small 
effect; tor urgent cases he recommended 100 mg. radium bromide 
for 24 hours. This would appear to differ from Stacey and 
Mussey’s conclusions. , 

Turning to those clinics in which a somewhat larger dose has 
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been used, we find 98 cases reported by Asherson,’ in which the 
dose varied from 400 to 2,500 m.e.h. From the results obtained, 
the standard dose for the menopausal age was judged to be 1,200 
m.e.h. and later raised to 1,800 m.e.h. Donaldson* found that 
go out of the 97 patients, aged 20 to 60 years, the majority being 
40 to 50 years, were cured by one application of radium, and 
thought the optimum dose was 2,400 m.e.h. Kreitmayer,’ in 
analysing the dosage of this same series of patients found that 
the dose varied from 480 m.e.h. to 7,200 m.e.h., the majority 
(53) receiving 3,600 m.e.h. 


Effect of radium on menopausal symptoms. 
It is not easy to judge accurately of the severity, or otherwise, 
. of menopausal symptoms, such as flushes and nervousness. One 
has to rely very much on the impressions gained by the observer, 
and these would appear to differ. Neill’ reported that ‘‘local 
and general symptoms are usually of a shorter duration and less 
pronounced than in an unprovoked menopause,’’ and Bowing’ 
that ‘“‘the menopause brought on by radium or X-rays is less 
stormy than that produced by castration.’’ Donaldson,* on the 
other hand, thought that “‘the menopausal symptoms were 
severer in younger patients, but little different in older.’’ Possibly 
this might be due to heavier dosage. 


Effect on pregnancy and labour. 

The effect of radium on subsequent pregnancy and labour is 
difficult to determine, since the younger women would have to be 
followed up for many years, and so many other factors would 
need to be considered. These patients constitute a class from 
whom a high fertility rate would not be expected; however, a 
number of pregnancies following upon irradation, both after a 
menorrhagia dose and even after a full carcinoma of cervix dose, 
have been reported. Neill,' in writing of 30 women between 13 
and 25 years of age, treated with radium for uterine bleeding, 
reported that pregnancy occurred later in five patients. Four of 
these patients had a miscarriage trom 13 months to To years after 
treatment; the fifth patient had two normal children, and one 
stillborn child. Anderson'’ also noted a stillbirth occurring in 


a woman aged 35 years, three years after 1,080 mg.h. Premature 
labour occurred at the seventh month, and the cervix tailing to 
dilate, the woman was delivered by Caesarean section. Asherton’ 
reported that one woman (aged 30 years, dose 400 m.e.h.) had 
a child two years after treatment, which was normal except for 
a double inguinal hernia. 
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Complications after treatment. 

In Neil’s* series of 176 cases, a pyometra, due to stenosis of the 
external cervical os occurred three times, and acute pelvic inflam- 
mation occurred once, necessitating removal of the uterus and 
appendages two months later. Donaldson* noted dyspareunia in 
seven of 93 of his patients, and Asherson’ recorded that the 
sequelac, following the larger doses used in his series of 98 cases, 
were shortening and stenosis of the vagina, annular constriction 
of the vagina, vaginitis, atrophy of the portio vaginalis, ovarian 
neuralgia, and a radium burn of the vagina. 


PRELIMINARY REPORT ON 141 PATIENTS TREATED WITH RADIUM 
AT THE MARIE CURIE CLINIC. 


These patients were treated for excessive uterine haemorrhage, 
in the majority of cases not due to any demonstrable lesion, and 
in no cases due to cancer, between December, 1926 and October, 
1931. Very few patients were treated in the earlier years, the 
majority (127) being treated in 1930 and 1931. The aim was to 
reduce, in the younger women, the haemorrhage to a normal loss, 
rather than to produce amenorrhoea. These cases have been 
arranged in three groups; uterine haemorrhage, (1) of the meno- 
pause, (2) of child-bearing age, and (3) of adolescence. 
Technique. 

Under anaesthesia, the length of the uterine cavity was 
measured by a graduated sound, and a dilatation and diagnostic 
curettage performed. Fifty mg.ra.e. (or 30 mg.ra.e. in a small 
uterus), screened by 1 mm. platinum and 1.5mm. rubber was 
inserted into the uterus. The rubber tube, which had been cut 
to correspond with the uterine length, was stitched so that an 
empty cuff remained in the cervical canal, the radium occrpying 
the uterine body only. The vagina was packed with gauze wrung 
out in I : 2,000 acriflavine in normal saline. The dosage was 
adjusted by the length of time the radium was in situ. 


1. Uterine haemorrhage at the climacteric. (Ages 41 to 56 years.) 
This group included gI patients, who have been under obser- 
vation from one to five years. They consisted of the following: 


(a) Menopausal haemorrhage : a ao Ge 
(b) Menopausal haemorrhage with small fibroids 10 


The majority of the 91 patients (71) received 1,100 m.e.h.; 
four received a smaller dose (800 to 1,000 m.e.h.) and 16 received 
a larger dose. Of these 16, 12 were given from 1,200 to 1,680 
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m.e.h., and four from 1,980 to 2,750 m.e.h. The unusually large 
doses may be explained by the fact that a malignant condition 
was suspected at operation, but was not confirmed by the patho- 
logical report; also, the doses tended to be higher during the 
earlier years of treatment. Improvement followed in all cases, 
amenorrhoea resulting in 85 patients (93.4 per cent). A second 
dose of radium was needed in two cases. 


Results in the 8r cases in Class (a) were as follows: 


Amenorrhoea immediately after treatment - 32 
” after I period - - - - - 29 
» after 2 periods - - - - - 8 
» after 3 periods - - - - - 6 


Temporary amenorrhoea (from 5 months to 1} 
years), followed by a return of the periods, 


with decreased haemorrhage - - - - 3 
Periods improved - = = = = = = 3 
8I 


Results in the 10 cases in Class (b) were as follows: 


Amenorrhoea immediately after treatment  - 3 
- after I period - - - - - 6 

i after 2 periods - - - - - I 

10 


The fibroids were multiple in some cases, but all were noted 
as being small, the largest uterus being recorded as the size 
of three and a half months’ pregnancy. The majority of fibroids 
were interstitial; in two cases a small pedunculated submucous 
fibroid was twisted off before the radium was applied. In this 
class of Io cases, the majority (seven) received 1,100 to 1,200 
m.e.h.; three received larger doses, from 1,400 to 1,980 m.e.h. 

The impression was gained that menopausal symptoms were 
not more severe in these 91 patients than in the majority of 
patients of this age, who attend a gynaecological out-patient 
department. Vaso-motor symptoms, such as flushes, were 
complained of by 56 patients. 

2. Uterine haemorrhage in child-bearing age. (20 to 40 years.) 

This group included 43 patients, who have been under obser- 
vation from one to three years. They consisted of the following : 
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(a) Uterine haemorrhage without any demonstrable lesion 36 

(b) Uterine haemorrhage with small fibroids - - - - - 7 

It will be simpler if we consider the 36 cases in Group (a) in 
two classes; I2 younger patients aged 20 to 30 years, and 24 
older aged 31 to 40 years. 

The younger women, in the majority of cases (nine) received 
between 300 and 550 m.e.h., three being given 600 to 1,100 m.e.h. 
Improvement followed in nine cases (75 per cent), another dose 
of radium being needed in one case. In two cases four months 
elapsed before improvement was noted. 

Results were as follows : 


Periods regular, normal loss - - - - - - - - 

Periods irregular, normal loss - - - - - -"- - 

Two periods, followed by amenorrhoea now 
lasting 18 months, dose 500 m.e.h. - 


If we consider the three patients who were not improved, we 
find that two responded temporarily (for two months and seven 
months), and then relapsed. Both patients received small doses 
(300 and 400 m.e.h.). The third patient has been given a second 
dose of radium, without improvement (375 and 550 m.e.h.). 


The 24 older women in Group (1) were given, in the majority 
of cases (21) from 500 to 1,100 m.e.h.; three received a larger 
dose, from 1,200 to 1,650 m.e.h. Improvement followed in 20 
cases (83 per cent) as follows : 


Regular periods, normal loss - - - -— - 
Irregular periods, normal loss-  - - -— - 
Amenorrhoea (lasting up to two years and 10 
months) - = = = = ee 
Temporary amenorrhoea (up to eight months) 
followed by normal periods - - - - 7 


20 


The nine patients, in whom amenorrhoea was produced, were 
aged 35 to 40 years, and received in eight cases the larger doses 
of ggo to 1,260 m.c.h. The ninth patient (aged 36) received 
500 m.e.h. only. As the response of any particular case to radium 
cannot be foretold in patients under 40 years of age the minimum 
dose is desirable, and can be repeated if necessary. 
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In Group (2) seven cases of uterine fibroids were aged 30 to 
39 years. A dose of 1,000 to 1,200 m.e.h. was given to the 
majority (four); two patients received smaller doses (550 and 
600 m.e.h.), and one patient a larger dose (2,470 m.e.h.). The 
metrorrhagia was cured in five cases, as follows: 


Dose. Result. 
550 m.e.h. Temporary amenorrhoea (four months) fol- 
lowed by normal periods. 
600 m.e.h. Normal periods. 
1,100 m.e.h. Amenorrhoea (now lasting one year). 
1,200 m.e.h. Amenorrhoea, now lasting one year (after four 
months, irregular haemorrhage). 
2,470 m.e.h. Amenorrhoea (now lasting 15 months). 


With reference to menopausal symptoms in the 43 women of 
child-bearing age, 18 complained of various vaso-motor pheno- 
mena, 14 being 35 years of age or over. 


3. Uterine haemorrhage in adolescence. (Ages 12 to 21 years.) 

Seven patients were included in this group, in all of whom 
the haemorrhage dated from puberty. They have been under 
observation from one to four years. The majority (four) received 
300 m.e.h.; two were given 500 m.e.h. and one 600 m.e.h. 
Improvement followed in five cases: 


Normal periods - - - - - - - = 3 
Irregular periods, with diminished haemorrhage 2 


It must be noted that in two cases, six months elapsed before 
the periods became regular. One patient complained of dys- 
menorrhoea following treatment, and another of a slight loss 
midway between the periods. The numbers are too small to judge 
of the importance of these symptoms, but since they did not 
appear in the older group, they can probably be disregarded. 

The two unsuccessful cases improved temporarily (for seven 
and 10 months), and then relapsed. Possibly a second irradiation 
might be advisable. 


CONCLUSIONS. 

1. Radium is a useful method of treatment tor excessive 
uterine haemorrhage and, correctly used, a safe method. A 
preliminary bimanual examination, to exclude abnormal pelvic 
conditions, should always be made. Complications did not follow 
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the use of radium in this series of 141 cases, and the patients were 
discharged five to seven days after treatment, unless very anaemic. 

2. For the treatment of menopausal haemorrhage, radium is 
practically a specific. From this series it is concluded that a dose 
of 1,100 m.e.h. is satisfactory, and should rarely be exceeded. 

3. In younger women, cancer being excluded, a longer trial 
of medical treatment should be given. Should this fail radium 
is indicated before hysterectomy is considered. The minimum 
effective dose is advisable, in order to avoid the possibility of 
a premature climacteric, or, if pregnancy should follow, complica- 
tions of labour. Such a dose is probably 300 m.e.h. during 
adolescence, and 500 to 700 m.e.h. during the child-bearing age. 

4. If attention is paid to the details of the technique, stenosis 
of the cervix and upper part of the vagina should not occur. 

5. Sufficient time (up to six months) should elapse after treat- 
ment before its efficacy can be judged. If the condition of the 
patient is grave, an earlier second dose may be necessary. 

6. The use of small doses should avoid the appearance of 
menopausal symptoms in the young, or their accentuation in the 
older woman. A small dose, repeated if necessary, is preferable 
to over-dosage. 

7. Seventeen of the cases of uterine haemorrhage were 
associated with fibroids, which were small, and for the most 


part discovered only after examination under anaesthesia; a dose 
of 1,100 to 1,200 m.e.h. was satisfactory in the majority (15) of 
these cases. These numbers are too small, and the subject beyond 
the scope of this paper for a general consideration of the treatment 
of uterine fibroids by radium. 
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Two Cases of Postpartum Eclampsia. 


By R. H. PARAmore, F.R.C.S. (Eng.). 
Hon. Gynaecologist, Hospital, St. Cross, Rugby. 


In the autumn of 1931, two cases of postpartum eclampsia were 
admitted to hospital under my care. The first occurred after a 
twin pregnancy in a five-para aged 38 years: the second, in a 
primigravida of 23 years of age, delivered of a stillborn child. 
The patient with twins had 12 fits in all: the second had two. 
Both were treated with spinal anaesthesia; but in each case, in 
my absence, without my knowledge and against my wish, other 
treatments were given, and thus though both patients recovered, 
the value of spinal anaesthesia was confused. 

The first patient (Mrs. J. W.) had an ominous history. In 
some or other of her previous pregnancies she had suffered from 
albuminuria, headache, and raised blood-pressure, and had beea 
advised not again to become pregnant. In this, her sixth 
pregnancy, she had headache, oedema and albuminuria at the 
eighth month; and had been kept in bed, on fluids with a little 
bread and butter. The labour was completed in the early after- 
noon of September 3rd. Very little blood was lost: ergot was 
given. Two hours later, the patient had her first eclamptic fit. 
Three further fits followed. With such precedents she was 
admitted to hospital on September 3rd, at 8.45 p.m. 

The patient was unconscious: the pulse-rate 140. Eighteen 
ounces of bloody urine were withdrawn by catheter, becoming 
almost solid on boiling. At 9.30 p.m., under chloroform, spinal 
anaethesia was induced, 1.5 c.c. of tropococaine being slowly 
injected. I directed that the patient should be kept well over on 
her side (Sims’ position), and shortly after left. Scarcely had I 
done so, when the patient had another fit, lasting three minutes 
(10.5 p.m.), for which morphia sulphate, gr. }, was given (10.20 
p.m.). At 10.45 p.m., another fit, lasting four minutes, 
occurred: at II p.m., venesection was performed, ro ounces of 
blood being let out. At 11.45 p.m., she had her seventh fit, 
lasting four minutes. At 12.35 a.m. (September 4th), the eighth 
fit appeared, lasting four minutes. Colonic lavage was 
attempted but the washings were not retained. Chloroform was 
given, and the stomach washed out with a solution of sodium 
bicarbonate (six pints), chloral hydrate, 30 grs., and then magnesia 
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sulphate, one and a half ounce, being passed by the tube (1.20 
a.m.). Morphia sulphate, gr. }, was repeated at 5.40 a.m. The 
Night Sister’s report states that since 1.30 a.m., the patient “‘ has 
been quiet, with no recurrence of fits: has not vomitted, and 
condition appears slightly improved, but still very ill. Tempera- 
ture 98, pulse-rate 120, respiration-rate 24 at 6.30 a.m.; bowels 
not open.’’ No mention is made as to whether any further urine 
had been passed. 

Shortly after 10 a.m. (September 4th), I saw the patient and 
learnt what treatment had been followed during the night. It 
was clear spinal anaesthesia had not been given a chance. The 
venesection, it was stated, had been performed to relieve the 
heart, the patient appearing to be on the point of dying, the 
result of a fit. Since little blood had been lost at the delivery, 
the procedure doubtless was good, and may have had some 
permanent effect, however obscured, although another fit 
occurred so soon after—in three-quarters of an hour. The sub- 
sidence of the fits seemed the result of the spinal anaesthesia, the 
venesection, and especially of the narcotics, the lavage playing 
an unimportant part. 

That the spinal injection had some effect is indicated by the 
attempt at colonic lavage being abortive. Spinal anaesthesia 
induces marked contraction of the colon—at times, resulting in 
spontaneous defaecation. If the colon be contracted, it is 
impossible to wash it out, as recommended, with gallons of 
water. As to the lavage of the stomach under chloroform 
anaesthesia, that seemed to have been a perilous undertaking, 
and peculiarly inept when it was known that the patient had been 
dieted and had not taken any food for several hours. The sole 
service rendered by passing the tube was the introduction of 
chloral and magnesium sulphate, which with the other measures 
possibly saved the patient. The washing out with bicarbonate 
of soda solution doubtless was good—but acidosis, presumably, 
is not the cause of the convulsions: and probably the introduc- 
tion of chloral per rectum would have been equally efficacious. 
As to the administration of magnesium sulphate, that perhaps 
would have conferred some permanent benefit if fluids had not 
been pressed. As it turned out, the treatment, in spite of its 
violence, was only of temporary effect: fits recurred the follow- 
ing midnight, 24 hours after the lavage. 

During the day (September 4th) the bowels were opened 
incontinently three times. A saline injection given at II a.m. 
was retained. Sodium bicarbonate and glucose solutions were 
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taken well by mouth (amounts not stated). Nothing else was 
allowed. Moreover, a good deal of urine seemed to have been 
passed: at 1r.30 a.m. and at 7 p.m. 32 ounces were withdrawn 
(but how much at each time is not stated), while at Io p.m. I0 
ounces, and again at II p.m. 12 ounces were passed naturally. 
At 7 p.m. the patient looked a little yellow, and the blood- 
pressure was 140/95. Two convulsions followed: one at 12.15 
a.m. and another at 3.15 a.m. (September 5th). After the latter 
morphia gr. } was given. At 6.45 a.m. a simple soap enema 
produced a coloured result with expulsion of flatus. The patient 
later stated she felt better. The mouth was very dirty. 

An expectant attitude was adopted; but the new Resident 
Medical Officer, in spite of the patient’s incontinence, pushed 
purges and fluids. At 5 p.m. on this day (September 5th) castor 
oil was given, and magnesium sulphate early the next morning. 
This was repeated, two teaspoonfuls being given three times 
(September 6th). The result was that the bowels were opened 
incontinently four times during the night of September 5th, 
incontinently twice during the day of the 6th, and incontinently 
once and normally once, during the following night. At this 
point (September 7th) the magnesium sulphate seems to have 
been stopped; but the fluid intake was continued. From 
September 5th the patient appeared to be improving steadily. 
All the time she had been ‘“‘ taking fluids well.’’ She ‘‘ perspired 
freely ’’ on September 5th, and at times on September 6th. The 
urinary output seemed satisfactory—about 50 to 60 ounces each 
. day, though exact 24-hourly measurements were not made. Yet 
two further fits were to come. 

These fits occurred on the evening of September oth, that is, 
nearly five days—117 hours—after the last fit. Whether the 
patient had had any food other than the fluids ordered, whether 
she did not sweat on September 7th and 8th, on such points the 
notes are silent. Possibly, the discontinuance of the magnesium 
sulphate on September 7th, while fluid was still being taken 
freely —by which the osmotic pressure of the contents of the gut 
must have fallen, and thus absorption from the gut with a rise of 
blood-pressure favoured—was the cause. In any case, on 
September 8th the blood-pressure was 160/100; thus it had 
risen. Unfortunately, it remained untreated. 

On the morning of September oth the patient awoke with 
headache and complained of severe headache in the afternoon. 
At 6.15 p.m. her eleventh fit appeared. It lasted three minutes. 
At 6.45 p.m. she had her twelfth and final fit in my presence. 
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Morphia, gr. } had been given. At 7 p.m., under chloroform, 
spinal anaethesia was again induced, this time 2 c.c. of tropo- 
cocaine being injected. The patient was left lying well over on 
her side, the foot end of the bed being raised. I was under the 
impression that further treatment would be discontinued: 
narcotics, however, were pressed. Potassium bromide and 
chloral hydrate, 15 grains each, were given by mouth at 9.10 
p.m.; morphia, gr. }, at midnight; the potassium bromide and 
chloral being repeated at 4 a.m. The Night Sister’s report states 
that the patient has been more or less quiet all night—apparently 
sleeping. There had been incontinence of urine during the 
night, and 20 ounces of urine were passed at 7.20 a.m. The 
patient appeared rational. 

Later in the morning (September roth) the patient seemed to 
have recovered from her attack. The blood-pressure was 140/90. 
The urine contained 0.3 per cent of albumin. On this day the 
intake of fluids was restricted to three pints in the 24 hours: 
this was continued for several days. The fits ceased. The 
patient made a gradual and uninterrupted recovery. On 
September roth her eyes were examined: it was reported that 
the vessels were normal and retinal haemorrhages or signs of 
retinitis were not to be seen. The optic discs were normal. The 
patient was discharged on October 5th well, with the urine free 
of albumin, but with a blood-pressure of 140/90. 

What effect, if any, the spinal injection may have had in 
the cure; whether the result was due to the narcotics, which 
were continued for several days; whether the restriction of fluids 
contributed, remain for discussion. The only other points in 
the treatment were the giving of calcium, first as the lactate on 
September 6th, and then as colloidal calcium on September 
roth, and of insulin started in small doses on the latter day, 
both of which were continued for about a week. But though 
calcium may have stimulated the hepatic cells or helped in their 
recovery, and the insulin may have relieved them of some of 
their work, neither seemed to have played an important part 
in the cure. 

The second case was very different. The only point in 
common was that in this also the first fit occurred postpartum 
The patient, apparently, had been quite well during her preg- 
nancy. She was a primipara, aged 23. The presentation was a 
breech. The delivery was difficult and long. It was a midwife’s 
case. The doctor was sent for when meconium was_ being 
passed, and examination showed that the umbilical cord had 
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prolapsed. This was at 3 a.m. on November 23rd, 1931. At 
3.30 a.m. the doctor arrived and tried to deliver the patient. 
At 4.45 a.m. the opinion was reached that help was needed, 
and the doctor’s partner was sent for. He arrived at 5.15 a.m. 
Chloroform was administered, and ‘after a Jot ot hard trouble,’’ 
the patient was delivered of a stillborn child at 6.30 a.m. The 
perineum had been torn and two stitches were inserted. The 
doctors left at 7.45 a.m., and the midwife at 8.15 a.m., the 
patient being quite comfortable, there having been ‘“‘very little 
bleeding, quite a normal loss.’’ 

On returning at 10 a.m. on November 23rd the midwife found 
the patient ‘‘fairly comfortable,’’ but looking ‘‘rather strange in 
her eyes.’’ Her temperature was 100; and her pulse-rate 120; 
she had not passed urine. The uterus was level with the umbili- 
cus, and there was very little loss. The patient was made 
comfortable, and given cold water only to drink as she had been 
slightly sick. The doctor called about noon, but apparently 
everything seemed in order. At 2 p.m. the midwife was called 
again, and found the patient had just recovered from a fit; and 
that her face was puffed. The doctor was sent for, hot water 
bottles and blankets were applied and the room was darkened 
“‘all keeping very quiet not to disturb the patient.’’ At 2.40 p.m. 
the patient had another very bad fit. By this time the doctor 
had arrived, and he injected morphia and made arrangements 
for the patient to be transferred to hospital. The patient was 
an only child and, when three weeks old, her mother had died 
in a mental asylum. (Midwife’s report.) 

The resident medical officer—the same as before—informed 
me of the patient’s arrival but had administered potassium 
bromide and chloral, 15 grains of each, before I arrived. The 
patient, who, unlike most primigravidae taken with eclampsia 
was of rather delicate build, was comatose, but resented being 
touched and moved. Her blood-pressure was 140/90. Her urine, 
evacuated with a catheter, boiled solid. The potassium bromide 
and chloral had been given at 7.45 p.m. At 8.15 p.m. spinal 
anaesthesia under chloroform was induced, 1.5 c.c. of tropo- 
cocaine being injected. The blood-pressure was 150/100. On 
this occasion I awaited events at the hospital. At 9.15 p.m. it 
was reported that the patient’s pulse-rate had dropped to 96, and 
was very weak; at 9.45 p.m. it was stated to be only 60 and 
barely perceptible. 

The blood-pressure was now 40/25. The resident medical 
officer investigated this first, but said he could not hear the 
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systolic bruit. The patient was lying well over on her left side; 
the foot of the bed being already raised. The blood-pressure 
was taken in the left brachial artery. I listened and found the 
systolic beat to arrive at 40 mm. Hg.—a mercurial manometer 
was used—and the diastolic at 25. I pushed the patient more on 
her back, thinking that perhaps her position, by obstructing 
the flow of blood to the arm, might explain the figures, but they 
were as before. I took the pressure in the right brachial artery, 
the patient being in the same position, and the same figures were 
obtained. I asked the resident medical officer to confirm my 
findings which, to his astonishment, he did. In fact the pressure 
sank to 35/25. The bed, already in the Trendelenburg position, 
its feet on chairs, was immediately raised higher so that its feet 
stood on lockers. A saline injection was given at once. The 
patient asked what we were doing. The pressure rose immedi- 
ately; at 10.30 p.m. it was 1co/80. At I1I.30 p.m. the patient 
was very restless and another dose of potassium bromide was 
given. Eight ounces of urine were passed during the night. 
A rectal injection of saline was given every four hours. The 
patient slept part of the night, but was talkative when awake. 

The next morning, November 24th, ro ounces of urine were 
obtained by catheter. An enema had a good result. The blood- 
pressure was 130/100. Rectal injections of saline were to be 
given every six hours, and chlorine vaginal douches every four 
hours. Chlorine dressings, applied to the vulva the night 
before, were continued. A further amount of urine was with- 
drawn during the day. On November 25th it was reported that 
the patient had slept fairly well: she had been awake at 
2.15 a.m. and Mist “‘two fifteens,’’ one ounce, had been given. 
Twenty-eight ounces of urine had been passed during the pre- 
ceding 24 hours, i.e., from 8 a.m. of yesterday until 8 a.m. of 
this morning. The patient looked better. Face less oedematous. 
Rectal injections of saline every six hours, and chlorine vaginal 
douches every four hours to be continued. Fluids by mouth 
(glucose and water, soda bicarbonate solution) were ordered to 
be taken only in sips. In the evening (7.30 p.m.), the blood- 
pressure was 150/110. Sixty ounces of urine had been passed 
in the last twelve hours. Mist. “‘two fifteens,’’ one ounce, was 
given at 8 p.m., and repeated at 11.30 p.m. 

On the 26th the report was that during the last 24 hours, 80 
ounces of urine had been passed. The Esbach (of yesterday’s 
specimen) contained 2.5 per cent of albumin. The patient had 
slept well. The rectal injections of saline to be discontinued. 
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Fluids by the mouth were limited to one and a half pints, which 
was to be measured. Towards the evening, the patient com- 
plained of headache, which was relieved by a slight epistaxis 
at II p.m. On the 27th the amount of urine passed during the 
last 24 hours was 70 ounces. Fluid intake was restricted to a 
measured two pints. On the 28th the patient had slept well. 
Urinary output for the last 24 hours was 60 ounces. Fluid intake 
two pints (measured). Albumin in urine (yesterday’s speci- 
men), 1.50 per cent. Blood-pressure 130/80. On the 29th the 
patient was feeling well: the urine passed measured 46 ounces. 
The fluid intake was three and a half pints. Albumin (Esbach), 
1.25 per cent. Blood-pressure 120/80. Bread and butter for 
tea, and jelly for dinner allowed. December 8th, blood-pressure 
100/70. December 22nd, patient feels perfectly well: slight 
albuminuria (0.25 per cent). The patient was discharged. 
Suppression of urine, so deadly in these cases, seemed to have 
been averted. 


An Investigation on Dry Labour. 
BY 


A. H. M. J. van Rooy, M.D. 


Professor of Obstetrics and Gynaecology, University of Amster- 
dam. Hon. Member of the British Congress of Obstetrics and 
Gynaecology. 


By dry labour we understand the circumstance in which, at the 
end of pregnancy before the commencement of labour, the bag 
of membranes ruptures at its lowest pole and the liquor amnii 
escapes. 

In general this event is regarded as of unfavourable influence 
with regard to the further progress of labour. In the first place 
a considerable prolongation of labour is said to occur as a result 
of this premature escape of the waters. This increase in the 
duration of labour is said to be harmful to the child, not only 
because of the prolonged compression of the child, but also 
because of the risk of the occurrence of complications, such as 
prolapse otf the umbilical cord. In addition the possibility of 
infection of the uterus becomes greater because of the fact that 
the bag of waters is accessible during the whole period of labour. 

On searching the literature for the opinions of experienced 
obstetricians on dry labour, we find that widely different views 
are held on this question, and that there are also clinical workers 
of wide experience who do not consider the objections to dry 
labour so very alarming, and they hold that this disturbance of 
the physiological course ot events during labour need not 
provoke undue pessimism. 

We have, therefore, once more investigated the records at 
the Obstetrical and Gynaecological Clinic of the University of 
Amsterdam, in conjunction with Dr. van Gortel, with respect 
to the clinical significance of dry labour. 


a ee 
It is necessary, at the outset, to determine precisely what 


is to be understood by the term ‘‘dry labour. The various 
{ 


publications show clearly t 


at there does not exist any unanimity 
on this point. Some investigators—Valenta, Hugenberger, and 

} } } 1 i. a ie . ) 
others—also speak of dry labour when the labour having com- 
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menced normally, the membranes rupture when dilatation is only 
two to three centimetres. Our conception of dry labour has been 
a more strict one, and we have included in our investigations only 
those cases in which the waters escaped spontaneously before 
labour had commenced. This escape of the liquor amnii usually 
occurs from a few hours to some days before the pains manifest 
themselves. 

By way of exception, cases are observed in which a very con- 
siderable period intervenes between the moment the waters escape 
and the commencement of labour. Thus for instance, Bar has 
published a case in which the waters escaped as early as the fifth 
month of pregnancy. 

Sometimes, however, it may prove difficult to establish with 
certainty whether it is indeed the liquor amnii which has es- 
caped. In such cases a microscopic examination of the vaginal 
fluid will clear up the diagnosis. Be it said however, that in 
making such an examination, one should be careful not to mis- 
take pubic hair, cotton-wool fibres, or cell substance fibres for 
foetal hair. According to Frey a certain diagnosis can also be 
made by determining the reaction of the vaginal fluid. Before 
the membranes rupture this reaction is said to be acid in 96.7 per 
cent of the cases, and after the membranes have ruptured it is 
alkaline in 100 per cent. 

With respect to the frequency of dry labour, there exists a 
considerable difference of opinion among various observers; the 
figures vary from five to 30 per cent. This difference may be 
ascribed to the fact that some of the investigators determined 
the frequency only for normal births, whereas others included in 
their investigations normal as well as pathological births. 

Little is known with certainty about the aetiology of premature 
rupture of the membranes. Sometimes it appears, from micro- 
scopic investigation of pieces of membrane from the lower pole 
of the bag of waters, that the membranes are normal, whereas 
at other times it reveals the existence of hyaline degeneration and 
infiltration with leucocytes. These findings were then ascribed 
to endometritis. It remains certain, however, that increase of 
the pressure inside the bag of waters must also be counted as 
an aetiological factor. For instance, in case of hydramnion, of 
twin pregnancy and of hydrocephalus, premature rupture of the 
membranes is observed occasionally. 

As regards the course of labour and puerperium it was of 
importance to determine, on the extensive material at our com- 
mand, whether the duration of labour was prolonged in cases 
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of dry labour, how often artificial aid was needed, and in what 
way this influenced the morbidity and mortality of both mothers 
and babies. 

For this purpose we have investigated the records of the 
Obstetrical and Gynaecological Clinic of the University of 
Amsterdam from 1921 to 1931. During this period obstetrical 
aid was rendered in the clinic in 15,843 cases. 

This investigation led to the following results. The percentage 
of cases in which the membranes ruptured spontaneously, before 
labour had commenced, amounted to: primiparae, 0.82 per cent; 
multiparae, 1.25 per cent. 

Compared with the figures stated in the literature, with refer- 
ence to the frequency of dry labour, our figures may be accounted 
low. 

By extending our conception of dry labour, as some authors 
do, and by including the term ‘‘dry labour ’’ also those cases 
in which the membranes have ruptured spontaneously before 
the pains have begun, and before dilatation was three to four 
centimetres, it appears that from our material the frequency is 
9.39 per cent. As regards the duration of labour we have also 
made a calculation for the cases in which the membranes have 
ruptured spontaneously before the commencement of labour 
(Group A), as well as for those cases in which the membranes 
have ruptured spontaneously before dilatation was three to four 
centimetres (Group B). 

We found the average duration for primiparae, 21 hours 
4 minutes (Group A); 21 hours 55 minutes (Group B); multi- 
parae, Ir hours 43 minutes (Group A); 15 hours 33 minutes 
(Group B). By taking these two groups we arrive at these figures ; 
primiparae, 21 hours 25 minutes; multiparae, 14 hours 57 
minutes. 

This signifies, therefore, that the duration of labour is pro- 
longed, especially in primiparae, by premature rupture of the 
membranes. 

Our investigation further showed that the number of cases 
in Group A in which labour terminated spontaneously amounted 
to 33.01 per cent, and in Group B 84.25 per cent, the total for 
both groups being 83.98 per cent. 

In Group A, therefore, in 16.99 per cent of the cases, and in 
Group B in 15.75 per cent, artificial aid had to be rendered, 
which fact coincides with the experience of various other investi- 
gators, who also hold that artificial aid is needed more often in 
cases of dry labour. 
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It stands to reason, that dry labour was not in all these cases 
the sole cause which rendered the demand for artificial aid im- 
perative. Other factors, certainly, also contribute a share, as 
we found among others, contracted pelvis to exist in fully half of 
the cases, in which the membranes ruptured spontaneously before 
commencement of pains, and which needed artificial aid. 

The occurrence, therefore, of a contracted pelvis appeared to 
be of much greater frequency in cases of dry labour which needed 
artificial aid than in those cases in which, in spite of dry labour, 
abour terminated spontaneously. 

As regards the mortality of the mothers in cases of dry labour, 
our material does not support the view, held by various authors, 
that it is increased. We have lost only one mother on whom the 
forceps operation had to be performed, which resulted in a tear 
of the higher part of the cervix and, moreover, there occurred 
a serious atonia uteri, with the result that finally, in spite of every 
therapeutic measure, death due to postpartum haemorrhage 
supervened. 

The mortality of the babies amounted to 6.31 per cent in 
Group A and 7.04 per cent in Group B. These figures clearly 
demonstrate that dry labour is unfavourable to the child. This 
holds good especially for those cases in which artificial aid has 
to be rendered, since we have found for Group A, that the 
mortality of babies in cases of spontaneous childbirth amounted 
to 2.34 per cent, whereas in those cases in which artificial aid 
was necessary it amounted to 25.71 per cent. For Group B 
these figures amounted to 4.26 per cent and 21.05 per cent 
respectively. 

Morbidity of the mother in the puerperium in case of dry 
labour was assumed when the temperature rose above 100.4 F. 
more than once. 

If this occurred thrice only, we qualified the cases as ‘‘slightly 
disordered,’’ otherwise we called it ‘‘ disordered.”’ 

In those cases in which labour terminated spontaneously, we 
found: 4.69 per cent slightly disordered, 5.26 per cent disordered, 
a total of 9.95 per cent. 

In those cases in which labour had to be terminated artificially, 
we obtained the following: 14.28 per cent slightly disordered, 
14.28 per cent disordered, the total being 28.56 per cent. 

The morbidity could, therefore, not be considered as serious, 
even though it was higher than in those cases in which premature 
rupture of the membranes was not observed. 

Out of our 929 cases only one mother died; this death, as has 
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been stated, was due to loss of blood caused by a very serious 
atonia uteri. 

In summarizing, therefore, the basis of our investigation, dry 
labour can with due reason be designated as an unfavourable 
complication. The results obtained by way of artificial aid compel 
us to apply the rule that, in cases of dry labour, the standpoint 
of expectancy should be adopted so far as one can carry the 
responsibility for so doing. Premature interference cannot but 
endanger the chances of the life of the child. 
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A Case of Placenta Accreta. 
BY 


BETHEL SOLomMonNS, M.D., B.Ch. (Dub.), F.R.C.P.I., F.C.O.G., 
Master, Rotunda Hospital. 


With Pathological Description by F. S. Bourke, L.R.C.P.S.1., 
Pathologist, Rotunda Hospital. 


PLACENTA accreta, or increta, may be defined as a condition in 
which there is an entire, or almost entire, absence of the decidua 
basalis, exposing the muscle of the uterine wall to the erosive 
action of the trophoblast and penetration of the villi: this is prac- 
tically the definition given by Polak’ in a paper written in 1924. 
De Lee’ simply says it is a condition in which the villi burrow and 
one sees irregular infiltrations of syncytium and Langhans’ cells. 
The cause of this condition is unknown: the number reported is 
infinitesimal, but considering the pathology whereby the protection 
of the muscular wall of the uterus from the diffuse erosion of the 
villi is due to the presence of a decidual reaction in the basalis, and 
that placenta accreta is due to an almost or entire absence of this 
decidua, such traumatic operations as curettage, cauterization, and 
previous manual removal may rank as pre-disponers. 

In addition, a much thinned endometrium, or an insufficient 
blood-supply to the endometrium, might conceivably cause the 
condition. An insufficient blood supply appeals greatly to me as 
a possible aetiological factor in view of the fact that there was no 
other to account for the case reported and in the absence of evident 
cause of death of the foetus in the first labour of the patient under 
review, deficient circulation between the maternal and foetal 
organisms because of deficient or inefficient blood-supply might 
easily be held accountable. 

Falkiner*® suggests that placenta accreta may be caused by 
chorionic elements getting between the glands down to the muscle 
layer in such a condition as interstitial endometritis. This should 
be a feasible proposition in some cases, but it does not apply to 
the case under review. 

It is not proposed to collect statistics about this abnormality-- 
some of the modern textbooks do not make any mention of the 
condition. Polak had one in 6,000 labours in hospital and during 
a large consulting private practice encountered three other cases. 
Klaften' met with a number of examples. At the Rotunda Hospital 
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during the first six years of the present Mastership’ there was not a 
single case of placenta accreta: the one mentioned in this com- 
munication occurred in a woman outside the hospital. 

The diagnosis of the condition may be very difficult and must 
be made from simple retained placenta and the morbidly adherent 
placenta. Clinically, a diagnosis can be very certainly made 
between a simple retained placenta and an adherent placenta by 
reason of the fact that, in the former, spasmodic uterine bleedings 
usually occur and the uterine fundus is globe shaped, while in the 
adherent or accreta placenta there is not any haemorrhage in the 
absence of manipulations, and the uterus is very broad from side 
to side. Another point is that an adherent placenta will not occur 
in a primipara. When this is reported disbelief in the diagnosis 
arises, or else on close investigation it will be found that 
there has been an abortion. A word may be interposed at this 
point with regard to the management of the third stage of labour. 
Extraordinarily improved results have accrued from the non- 
control method of conducting the third stage. Instead of hour 
glass contraction occurring with comparative frequency it is prac- 
tically never seen. It is a well-known fact that the introduction of 
the hand into the uterus to remove the placenta is fraught with 
great danger of infection. In cases of retention of the placenta, 
skilled obstetricians will often avoid this manipulation by express- 
ing the placenta under general anaesthesia: this procedure should 
not be persisted in: haemorrhage occurs, and it causes some shock 
if continued too long: the uterus, of course, must be rubbed up to 
contraction. Experience alone teaches the amount of pressure 
and the amount of persistence, but with knowledge it is an excel- 
lent method of avoiding intra-uterine manipulation. 

The diagnosis between an adherent and accreta placenta is a 
far more difficult problem which is soon overcome by stating that 
in the former a line of cleavage will be found, while in the latter 
there will not be any line of cleavage. There seems now to be a 
concensus of opinion with regard to treatment—all the cases of 
Polak' treated on conservative lines, died--Klaften in his paper 
reported a mortality of 87.5 per cent in conservative treatment, 
14.3 per cent when the case was dealt with on radical lines. Dorsett 
reports two cases, one treated conservatively, the other radically : 
the former recovered from a very stormy convalescence, the latter 
had an uncomplicated recovery. From a study of the pathology 
of the condition and from my own experience in this case, in 
which it was possible to see and feel the condition, radical treat- 
ment is the only one which seems possible--and this should be 
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carried out without too much manipulation; in fact the diagnosis 
should be made as soon as possible. 


Report of the case. 

Mrs. X, aged 41, a woman doctor, proceeded quite normally 
in her first pregnancy until eight days before her expected labour. 
The membranes ruptured at 2.30 in the morning, 11 hours later 
an examination per rectum showed the cervix tightly closed. 
Liquor amnii drained away for another 24 hours, when the cervix 
was still closed. There were not any pains, only slight discomfort, 
and real labour did not begin for 60 hours. There were seven 
hours of real labour, and then a stillborn female infant was 
delivered. During the first 24 hours of “‘no labour’’ after rupture 
of the membranes, the foetal heart was audible, but not afterwards. 
The patient was quite well except for a cough contracted before 
labour, the condition of the chest was questionable and phthisis 
was suspected, but its existence was not confirmed. The patient 
had probably had a six-weeks’ abortion before the pregnancy des- 
cribed above. An autopsy of the foetus, an examination of the 
placenta, and a full examination of the woman did not reveal any 
cause for foetal death. Between the two pregnancies menstruation 
was slight, lasting two days. Treatment by hormones did not 
make any difference. 

The history of the second pregnancy was as follows:—The 
last menstruation started on the 8th December, 1931, pregnancy 
proceeded normally until the 6th August, 1932. About 10 p.m. 
liquor amnii began to come away; this became more copious 
during the next 24 hours, and the patient came up to Dublin and 
was seen by the writer. She was observed for a third 24 hours 
when liquor amnii continued draining away, the foetal heart was 
normal, but the cervix was still closed. In view of the age of 
the patient, of the previous confinement and the desirability for 
a live child after a consultation with the patient—Caesarean 
section was decided on. 

The classical operation was simple and a live, healthy child 
was delivered. When an attempt was made to remove the 
placenta this was impossible: a line of cleavage was absent and 
it was obvious that the uterus would be taken away piecemeal 
with the placenta if the effort was persisted in. Hysterectomy was 
decided on and the convalescence was without incident. 


Pathological report. 
‘‘The naked-eye appearance of the uterus is large and flabby 
showing very little evidence of retraction. The cavity is ragged 
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and nodular in appearance. It is very difficult to separate the 
taps from the uterine wall in comparison with those found in other 
postpartum specimens, 

‘Microscopical sections were made from several of the nodular 
areas. tnall there is the typical hyaline appearance of decidual 
remnants, in one, however, islands can be seen of placental tissue 
embedded in what appears to be muscle tissue—in any case it is 
below the decidual remains. 

“The condition does not show so much placental tissue in union 
with the muscle as is seen in marked cases of placenta accreta, but 
there is no doubt that there are different degrees of this condition 
and the present is a case of a minor degree of placenta accreta.”’ 


There is no doubt whatever that this was a clinical case of 
placenta accreta and that the Caesarean operation was the only 
sate method of dealing with it. It also proved to me the ineffec- 
liveness of conservative treatment. At the same time, the greatest 
care must be taken to make the definite diagnosis that the case is 
one of placenta accreta, and not an ordinary adherent placenta. 
Che cause of the death of the foetus is difficult to gauge. Some 
Iiay say intection of the liquor amnii; but in view of abortion in 
the first pregnancy, stillbirth in the second without any apparent 
cause and placenta acereta in the third, some disturbance in cireu- 
lation between the maternal and toetal systems might be advanced 
is a plausible though unproven cause. 

Phere were not any toxaemic signs or symptoms, and the uterus 

as normal ex¢ ept for deficiency of decidua basalis. 
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A Manoeuvre for Correcting Posterior Parietal Presentation 
of the Child so as to permit of successful delivery 
with the forceps 


BY 
R. A. Lennie, M.D., Ch.B. (Glas.), F.R.F.P.S.G., M.C.0.G. 


Visiting Obstetric Surgeon, The Glasgow Royal Maternity and 
Women’s Hospital. 


THE management of labour in cases of flat pelvis may be attended 
with great difficulty and with probable grave results to mother 
and child, should the posterior parietal bone present. 

It is unnecessary to refer fully to the mechanism of labour in 
such cases, as this is described in any textbook, but it will be 
recalled that in those instances in which an anterior parietal 
presentation (Naegele’s Obliquity) is met with, the sagittal suture 
is felt near the promontory of the sacrum and the anterior parietal 
bone presents behind the symphysis pubis. Further, the child’s 
body is situated away from the maternal spine, and the long 
axis of the child corresponds more or less closely with the axis of 
the superior pelvic strait. 

In the reverse, or posterior, parietal presentation (Litzmann’s 
Obliquity) the child’s body lies close to the maternal spine while 
its long axis forms an obtuse angle with the head. The sagittal 
suture lies almost in contact with the symphysis pubis, and the 
posterior parietal bone presents below the promontory of the 
sacrum. 

In posterior parietal cases, delivery either spontaneously or 
with the aid of the forceps is impossible should the pelvis be more 
than moderately contracted. (I refer to cases in which delivery 
would have been possible, either spontaneously or with the tor- 
ceps, had the presentation been an anterior parietal one. A true 
conjugate of three and a quarter to three and a halt inches 
comes into this category. The manoeuvre is obviously not ot 
any value when Caesarean section is definitely indicated.) 

In such circumstances some attempt may be made to convert 
the posterior parietal presentation into the more tavourable 
anterior parietal by altering the position of the head manually. 
This manoeuvre is seldom successful, since the head tends to 
revert to its former position owing to the moulding present, but 
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inore especially because of the relation of the child’s body to 
the maternal spine 
uce delivery with the torceps in such cases is impossible, 
labour has of necessity to be terminated by craniotomy, or per- 
| in favourable instances by Caesarean section. Version 
been advocated, but the dangers often accompanying 
ration, and the difficulty experienced with the after- 
head tna tlat pelvis, limits its practicability. 
years ago tt occurred to me that a corrected posterior 
resentation could be maintained in its new position 
of the uterus were drawn upwards and forwards 
inanipulation. By this means the child’s body is 
trom the maternal spine, thereby correcting the 
between the body and head of the child. 
cuvre consists, therefore, of altering the posterior 
into that of an anterior parietal, by pushing the 
icilitated by a fold of the scalp, backwards to- 
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rrected position, while an assistant 
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i trom the vagina, and delivery is 
ter previous attempts with the 


nud Nas Deen made 
ittempts at delivery 
skilled obstetricians had tailed 


miyv possidle line oft 


the use 


h 
‘ demon- 
position 


ryICIngG 
LUSsSIng 


YOSLUOND 





BOOK REVIEWS. 


Natural Childbirth,’’ by GRANTLEY Dick Reap, M.A., M.D. (Cantab.). 
127 pp. London, 1933: Wm. Heinemann. Price 7s. 6d. net. 

THE reasons for the high proportion of failure to secure natural delivery 
among physically normal women, and the means by which greater success 
may be attained, have for long presented an outstanding problem in mid- 
wifery practice. Yet it is one that the specialist and teacher in the subject 
has shown a strange unwillingness to face. Even when he meets his fellows 
in congress to discuss the matter, the main issue is side-tracked, either on 
to malpresentations, misfits or other rarer events, or on to muscle-twitching 
laboratory experiments that are as far removed as possible from the woman 
in labour 

It is quite otherwise with the family practitioner, to whom the patient 
herself appears as the central figure in the picture, and the anomalous 
position has arisen of this large body—usually little articulate in medical 
literature--paying more attention to this question than the full-blooded 
specialist. The book now before us, like earlier ones by Pink and De Garis, 
advocates a closer personal study of, and co-operation with, the individual 
patient, and reaches the conclusion that the completely normal labour should 
not be accompained by the pain commonly attributed to it. Further, that 
much relief may be obtained without anaesthesia by attention to the 
management of the patient during pregnancy and early in labour. 

The writer’s thesis may be briefly summed up in his own words as “‘a 
tense mind means a tense cervix,’’ and thereby arise increased uterine action 
and pain. On the basis of the findings of Beckwith Whitehouse and 
Featherstone, that sympathetic stimuli are inhibitory to the longitudinal 
fibres of the uterus and motor to the circular, while the lumbar cord is motor 
to the longitudinal and inhibitory to the circular, he argues that conscious 
and subconscious mental influences, acting through the sympathetic, produce 
increased tension and pain, necessitating a muscular effort out of proportion 
to that intended by uature. In primitive women labour is relatively paintess, 
in cultured women definitely painful: hence ‘culture is the preat enemy 
of the latter when reduced to the performance of their fundamental activities 
The nervous mechanism is the same in both, but pain in labour has been 
evolved during civilization by a state of agony being accepted as its 
liivariable accompaniment and aggravated by hearsay and imagination. Phe 
emotions of parturition are discussed, and fear is regarded as the funda 
mental cause of pain and the disharmony of the normal processes which 
so often results in failure to obtain the natural completion of their purpose 
The clinical application of his views is especially instructive in indicating 
how the one great objective of midwitery, a tiinitnal variation from: natural 


function, may be attamed, particularly if tt is borne i mined that he is in 


iull agreement with Dewees | author of the first System: of Miclwitery in the 
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analgesia in surgical pain or renal or gallstone colic, because they act mainly 
by obliterating emotional impulses in the imaginative patient. Fear must 
be conquered, the spirit of elation aroused, and confidence obtained, so 
that an attitude of ‘‘protector’’ can be assumed; if natural function is to be 
secured, the attendant must be a ‘‘motor’’ not an “‘inhibitor’’ stimulus, and 
too often the surgically-overweighted prove to be inhibitors. Suggestibility 
and susceptibility to external influences are so much increased that the 
imagination will find a cause for fear in any trifle. Hence the advice to take 
up a position at the cephalic and not the caudal end of his patient, lest her 
attention be concentrated on ‘‘what is going on down below.”’ 

If he is to keep himself up to date, it is essential that the specialist 
obstetrician should not let books of this kind pass unheeded. A study of 
them may help to correct a perspective somewhat distorted by lack of 
contact with the larger world of Medicine and its trends and too strict a 
devotion to abnormalities collected in hospital. The greater emphasis laid 
to-day on the individual as a whole, mind, body and environment, and 
especially on his reactions to disease as well as the disease itself, has not 
produced an adequate response in obstetric practice. Now that nearly every 
woman has her own views on questions of sex and reproduction, her reaction 
is clearly a factor in her management, antenatal, intranatal and post-natal, 
but there is little evidence of the recognition of its full significance by the 
obstetric teacher. Although he gives lip-service to ‘‘Midwifery as a Branch 
of Preventive Medicine,’’ it is obvious to any one with a wide experience of 
examining that the preventive attitude of mind is far from being fully 
instilled into the student. Few candidates appreciate antenatal care as 
primarily a constructive effort to promote normal function, and the aspect 
stressed in books of this kind is wholly without their ken. Rarely is any 
other view discovered than that the chief function of antenatal work is 
hunting for possible complications and the finding of them whenever 
possible. A fresh mental orientation is needed in which active measures to 
secure natural function are regarded as the main object and the ‘‘exclusion”’ 
of possible trouble to come as secondary to it. Obstetrics is still too much 
afflicted with the ‘‘veterinary’’ type of medicine, and fails to appreciate 
that it is the human understanding, with its power of imagination, that 
makes the difference between child-bearing and calf-bearing. 

The book is not attractively written, for Dr. Dick Read is fond of 
annoying staccato sentences, often separated only by a series of dashes, and 
its revision for the press shows a lack of thoroughness. Though his case 
has not been more Gverstated than might be expected, it is set out with an 
air of complacency and conscious rectitude that may irritate some readers. 
But its minor failings do not in any way detract from the great lesson it 
teaches, and no one with a mind still receptive to new ideas will fail to find 
some favourable reactions to the many stimuli it contains. 


John S. Fairbairn. 











“Present-day Problems Concerning ‘Frauenkunde,’ ’’ by W. LrepMANN and 
PauL GorNIcK. Leipzig: S. Hirzel. . 

OnE of the most significant events in modern medicine was the founding 

in 1925 of the German Institute for ‘‘Frauenkunde’’ in Berlin. This 

Institute, besides being a modern gynaecological and obstetrical centre with 
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a particularly efficient pathological-diagnostic service, concerns itself with 
propaganda regarding the well-being of women. In its museum are pictures 
and exhibits portraying the evolution of gynaecology, and a great number of 
cinematograph films dealing with every aspect of social gynaecology. The 
word ‘‘Frauenkunde’’ was chosen because gynaecology to-day too often 
denotes merely a subject dealing with diseased female pelvic organs. 

The book itself consists of lectures delivered at the Institute, and is meant 
for lay readers. The opening chapters deal with the anatomy, physiology and 
psychology of woman, and the fundamental facts of sex are well stressed. 
To the well-worn statement, that menstruation must have been an unusual 
phenomenon in the life of primitive woman, exception must be taken. 
Apart from the operation of the law of polygamy, puerperal infection must 
have rendered a high percentage of women sterile and yet capable of 
menstruating. Further chapters follow on health insurance, the effects of 
industrial life on women, and on birth control. It is estimated that between 
50,000 and 100,000 women are annually sterilized by operative means in 
Germany. Dr. Gormick contributes three chapters on the fate of the 
unwanted pregnancy, pregnancy in unmarried women, and the relation of 
bad housing and unemployment to both of these problems. He quotes 
figures which indicate that there are four abortions to one full-time delivery 
in the big cities, and is satisfied that the number of abortions is at least equal 
to the number of babies born. Out of 6,001 women who attended his 
antenatal clinic in 1930, 569 requested that their pregnancies might be 
terminated. A medical justification for this procedure was not present in 
518 of these women, nevertheless 322 of them, or 62.16 per cent, failed to 
give birth to children! The housing situation in Berlin is terrible, and 
there can be little doubt that the tremendous wastage of potential lives is 
intimately connected with this problem and with unemployment. The 
avowed aim of the Institute is to furnish information and lead a crusade 
to safeguard the reproductive organs of women for the good of the Father- 
land. The main objective is the lowering of the mortality associated with 
abortion, childbed and cancer. 

The book is tremendously stimulating, but one is left wondering whether 
mere love of the Fatherland will be sufficient to stop the rot which has 
permeated the sexual life in the ‘large cities of Germany. 

G. W. Theobald. 


“Lectures on Midwifery and Infant Care: A New Zealand Course,’’ by T. F. 
CorRKILL, M.C., M.D. Wellington, New Zealand: Coulls Somerville 
Wilkie Ltd. Price 12s 6d. 

As the title suggests, the contents of this book are based on lectures given by 

the author to midwives and students in training. 

These lectures include the physiology of the reproductive organs and 
development of the fertilized ovum. The diagnosis of pregnancy is described 
in considerable detail and includes a brief description of the Aschheim and 
Zondek test. 

The personnel of the antenatal clinics in the Dominion is of considerable 
interest, specially trained nurses work in co-operation with the patient’s own 
medical adviser, relieving the latter of the routine examinations and reporting 
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any abnormality detected to him. A routine estimation of blood-pressure is 
made by the clinic nurses. 

The suggested antenatal care and instructions to be given to the expec- 
tant mother is especially good, also the lecture dealing with food value and 
the vitamin content of the various articles of diet. The author refers to 
the high incidence of toxaemia in New Zealand, in which country meat 
consumption is high. 

In referring to the preparation for labour and the prevention of infection, 
the aseptic technique described is that which has been standardized through- 
out the Dominion hospitals by the Department of Health, with the result 
that puerperal sepsis, if abortions are excluded, is no longer the chief cause 
of maternal mortality. 

The importance of using gloves is emphasized, and Theobald and Bigger’s 
method of sterilizing them on the hands is recommended. 

The author refers to Colebrook’s recent work in this country, and the 
results of his investigations published in the Departmental Committee’s 
interim report. In the excellent section dealing with infant care the promising 
results already obtained since the introduction of the Plunket Society methods 
into the maternity hospitals are referred to. 

Dr. Corkill considers the infantile death-rate during the first month will 
be reduced only by the better instruction of maternity nurses and midwives, 
he describes the system of infant care, and the instructions in mothercraft 
given to the mothers in New Zealand as scientific, sound and, perhaps most 
important of all, uniform throughout the country, any change in the instruc- 
tions given is only made from headquarters after mature considerations. 
Therefore, wherever the mother may be, she will receive instructions and 
assistance on identical lines, preventing the frequent changes in this respect 
recommended for the baby, so often seen in this country, in which various 
organizations do not always refrain from criticizing adversely methods which 
vary from their own, to their mutual detriment, and the confusion of the 
mother. 

Included in this section are the management of the normal baby, diffi- 
culties in lactation and methods by which they may be overcome; also ex- 
cellent chapters on artificial feeding, care of the premature infant, and injuries 
and diseases occurring shortly after birth. 

The last section deals comprehensively with abnormal conditions occurring 
in pregnancy, labour and the puerperium, the effects of obstructed labour are 
well described. 

In discussing Caesarean section the author, when mentioning the usual 
indications, sounds a warning note by remarking that although there are 
other conditions in which it may be justified, it should be noted that the 
obstetricians of the greatest repute are moderate in its use. In New Zealand 
he found that when antenatal supervision had been adequate, indications for 
Caesarean section occurred in about three cases per 1,000. 

All operations are described in considerable detail, the author considers 
it important that the nurse should be conversant with the details of treat- 
ment, so that she may be of the greatest assistance to the doctor. 

This book can be thoroughly recommended. It contains much _ useful 
information and the teaching is on similar lines to that given in this country. 


M. W. S. 
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‘‘Radiologische Rundschau. Roentgen—Radium-Licht.’’ Publishers:  S. 
Karger, Berlin, N.W.6; Karlstrasse, 39. 

OwInc to the distress existing in the German scientific world, Institutions as 

well as Medical Practitioners can barely afford to have the necessary scientific 

literature. 

In spite of these hard times, however, the editors, in collaboration with 
the Bavarian Society for Roentgenology and Radiology, have decided to edite 
a new journal—The Radiological Review—(fRadiologische Rundschau). Their 
reasons were that first, radiology and roentgenology are two branches of 
medicine in which enormous progress has been and is being made, especially 
in Germany; secondly, that literature on radiology mostly appears in 
journals which deal exclusively with that one subject, so that the General 
Practitioner who is interested in radiological and roentgenological problems 
rarely comes across such articles, unless it be in the form of short abstracts 
and reviews which appear in general medical journals. 

The object of The Radiological Review is to bring to the notice of the 
Specialist, the Heads of Hospital Departments, and General Practitioners 
who are interested in the advances, the results and possibilities of radiology, 
original articles and carefully compiled abstracts which deal with the problems 
of the day. 

A special section of the Journal, under the direction of Professor Wintz, is 
given up to questions and answers. All questions sent up to the Journal will 
be carefully considered and their answers published in the following issue. 

Summaries of the meetings of the Society and of the discussions which 
take place will be published. 

In this way, the editors feel that it will be possible for every one who is 
interested in the subject of radiology to be well informed without having to 
read all the journals which deal exclusively with the subject. 

The use of X-rays in diagnostic and therapeutic work is an important factor, 
and each year new methods are brought forward and discoveries made. The 
fact remains, however, that full use of these new methods and discoveries is 
not taken advantage of because the various papers appear in journals reserved 
exclusively for these subjects. For this reason, the majority of the Medical 
Profession is not aware of the advances, and it is thought that the Radio- 
logische Rundschau will remedy this defect. 

The Journal will appear every other month, and the price is so calculated 


as to bring it within reach of everyone who is interested in radiology. 


Each subscriber will in this way be kept in touch with the latest methods 
and advances, and will directly, or indirectly, contribute to the advancement 
of radiology. 

The Radiologische Rundschau contains: 

1. Short original articles on radiology and roenigenology. 

2. Carefully compiled reviews and abstracts of other works. 

Summaries of discussions at the Society’s meetings. 

4. Special section for questions and answers, under the direction 

Professor Wintz 
Woodburn Morison. 





Review of Current Literature. 


Tuts Review will contain the lists of contents and abstracts of the more 
important articles from the following journals with which the ‘Journal 
of Obstetrics and Gynecology of the British Empire’? exchanges :— 


British.—The Lancet; British Medical Journal; The Cancer Review : 

Canadian.—The Canadian Medical Association Journal; Bulletin Médica] 
de Quebec. 

Australian.—Medical Journal of Australia, 

Indian.—The Calcutta Medical Journal. 

American.—American Journal of Obstetrics and Gynecology; The 
Journal of the American Medical Association; Surgery, Gynecolog 
and Obstetrics. 

French.—La Gynécologie; Gynécologie et Obstétrique; Bulletin de la 
Société d’Obstétrique et de Gynécologie de Paris. 

Belgian.—Bruxelles-Médical. 

Italian.—Annali di Obstetrica e Ginecologia; Archivo di Obstetrica e 
Ginecologia. 

German.—Archiv fiir Gynakologie; Zeitschrift fiir Geburtshilfe und 
Gyniakologie; Zentralblatt fiir Gynikologie; Monatsschrift fiir Geb- 
urtshiilfe und Gynakologie; Miinchener Medizinsche Wochenschrift. 

Scandinavian.—Acta Obstetrica Scandinavica. 

South American.—Boletin de la Sociedad Obstetricia y Ginecologia 
de Buenos Ayres. 

Japanese.—-Japanese Journal of Obstetrics and Gynecology. 


It is hoped that the Review of Current Literature will keep the readers 
of this Journal in touch with current literature throughout the world. At 
the end of each year it is proposed to print an Index of all the subjects 
contained in the articles of the above journals. Arrangements will also be 
made to include abstracts of important articles on border-line subjects, such 
as Physiology, Biology and Biochemistry. 


LIST OF ABSTRACTORS. 

London: J.. Bratim, PikiC:S:; A. C. Beev, PORICS:;. jj. evEe 
CAMERON, I°.R.C.S.; R. L. Dopps, F.R.C.S.; R. C. LiIGHTwoop, 
M.D.; D. H. MacLeEop, F.R.C.S.; J. A. Moore, M.B.; C. D. Reap, 
F.R.C.S. (Edin.); F. Roours, F.R.C:S.;; G, W. THEOBALD, F.R‘C:S. 
(Edin.); A. WALKER, F.R-C:S.; A. J. WRIGLEY, F.R:C:S. 


Huddersfield: W. EF. CROWTHER 

Leeds: R. H. B. ApAMSoN, M.D. 
Liverpool: M. Datnow, M.D.; P. Mapas, F.R.C.S. 

Sheffield: W. W. KiNG, F.R.C.S. 

Glasgow: JANE H. FILsHie. 


M.B. 
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REVIEW OF CURRENT LITERATURE 
The Lancet. 


March 25, 1933. 
*Relation of albuminuria of pregnancy to chronic nephritis. G. W. Theobald. 


April 1, 1933. 
“Ovarian residue. H. E. Rodway. 
Spontaneous rupture of the spleen in a pregnant woman. A. H. D. Smith, 
W. J. Morrisson, A. F. Sladden. 


April 15, 1933. 
“Lower segment Caesarean section: the use of Willett’s scalp-forceps and a 
uterine compressor. Victor Bonney. 
April 22, 1933. 
“Treatment of puerperal septicaemia with antitoxic serum. W. T. Benson 
and A. L. K. Rankin. 
April 29, 1923 
“Action of radium as seen in the pelvis. B. D. Pullinger. 


RELATION OF ALBUMINURIA OF PREGNANCY TO CHRONIC NEPHRITIS. 

It is pointed out that during the last 10 years much attention has been 
focused on the: remote dangers of albuminuria of pregnancy. Chronic 
nephritis is said to follow albuminuria with such frequency that the remote 
mortality from childbirth is greater than the immediate. 

The author of this paper was not satisfied with the soundness of the 
deductions drawn from the material available, and has investigated the 
question from the data of the Registrar General. His deductions refute 
the modern view and show that there is no greater risk of dying of 
chronic nephritis in married than in unmarried women. It is shown that 
in rural areas where the death-rates from puerperal albuminuria and con- 
vulsions are usually high, the corresponding death-rate for Bright’s disease 
is low. It is also shown that during the child-bearing period there is no 
increase in the death-rate from Bright’s disease. 


OVARIAN RESIDUE. 


This is a short report on the use of ovarian residue during labour. 
The conclusions drawn are: (1) It is very uncertain in its action to induce 
labour. (2) It is a safe uterine stimulant. There is only a moderate and 
sometimes transient increase in contractions. (3) It is not an analgesic. 


LOWER SEGMENT CAESAREAN SECTION: THE USE OF WILLETT’S SCALP-FORCEPS 

AND A UTERINE COMPRESSOR. 

A method of performing this operation is described in which a ring- 
shaped instrument, by pressing the uterus on to the foetal head, allows the 
uterus to be opened without bleeding. Scalp-forceps are attached to the 
scalp and the head is drawn into the wound which can then be enlarged until 
the head slips through. 


TREATMENT OF PUERPERAL SEPTICAEMIA WITH ANTITOXIC SERUM, 

A hundred and fourteen cases of puerperal septicaemia were studied. In 
all of these £-haemolytic streptococci were recovered from the blood.  Fifty- 
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seven cases were treated with serum, given intravenously, intramuscularly, 
and both intravenously and intramuscularly; similar cases were treated by 
other means. The mortality in the serum-treated series was 75 per cent, and 
iit the other series 68 per cent. Evidence in support of the value of serum 
was not found; it has the disadvantage of unpleasant reactions. 


THE ACTION OF RADIUM AS SEEN IN THE PELVIS. 

It is usually assumed by clinicians that radium has a selective and 
direct action on cancer cells. This assumption is questioned, and it is 
pointed out that radium has a direct damaging lethal action on all living 
cells. It has also an indirect action by damaging the blood-supply. An 
apparent selection can be accounted for by the concentration of the dose 
on a tumour and the vulnerability of its blood-supply. In this paper, the 
effect of radium on cancer of the uterus forms the basis of these conclusions. 
The cervix uteri is a favourable site for radium treatment because it 
may be diagnosed early, it does not spread rapidly, and the loss of damaged 
tissue is not important. Carcinomatous tissue disappears after radium, 
first, because the dose is concentrated upon it, secondly, because the blood- 
supply is by imperfect and delicate capillaries, and thirdly, because there is 
not any collateral circulation. 


A. Walker. 


The Clinical Journal. 
March 1933. 
*Pregnancy in association with tumours. Frederick Roques. 


PREGNANCY IN ASSOCIATION WITH TUMOURS, 

In this paper a concise account is given of the association, diagnosis and 
treatment of uterine fibroids, ovarian tumours, and uterine carcinoma and 
pregnancy. The effects of pregnancy and fibroids, the likelihood of degenera- 
tive changes and occurrence of abortion are described. Stress has been made 
on the great use of the Zondek-Aschheim test and radiology as efficient aids 
to diagnosis in cases of supposed pregnancy in a patient known to have 
fibroids. 


Conservative treatment is the method of choice, as normal labour and 


puerperium result in the majority of cases. Caesarean myomectomy or 
hysterectomy may be performed in cases of obstructed labour. Operation 
during pregnancy should only be performed with urgent symptoms, i.e. 
when necrobiotic changes arise, as abortion frequently results. 


Ovarian tumours are a rare complication of pregnancy and should be 
removed when diagnosed, except when the child is near viability. Caesarean 
section and ovariotomy should then be the treatment of choice. 

In cases of uterine carcinoma with pregnancy, the pregnancy should be 
terminated unless the child is at term. Subsequent treatment should either 
be radical abdominal hysterectomy, or radium, after evacuation of the 
uterus. 

J. A. Moore 
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General Practice. 
January to March, 1933. 
*Maternal feeding in congenital syphilis. Professor Gongerot. 


MATERNAL FEEDING IN CONGENITAL SYPHILIS. 

In this paper the problems of the feeding of congenital syphilitic infants 
and their management are discussed. It is generally understood that a 
child born of syphilitic parents must never be given to a healthy wet-nurse 
to suckle, even if the child appears unaffected. An apparently healthy 
mother may feed an obviously infected child as she is either immunized, or 
is already infected, and her latent svphilis gives her immunity. Therefore, 
there is no object in advising cessation of breast feeding. A healthy child 
of syphilitic parents does not run the risk of being infected with breast 
feeding by a syphilitic mother as it is previously immunized, except in 
cases of syphilitic infection of the mother late in pregnancy. In this circum- 
stance, the child can be infected with syphilis by its mother’s milk. 

A rigorous course of treatment of both mother and child should be 
insisted upon, arseno-benzol and bismuth being most commonly used. Sero- 
logical examination of both mother and child should be carried out for four 
or five years. 


J. A. Moore. 


The Journal of Pathology and Bacteriology. 


*Hepatic lesions associated with eclampsia, and those caused by raising the 
intra-abdominal pressure. G. W. Theobald. 


Hepatic LESIONS ASSOCIATED WITH ECLAMPSIA, AND THOSE CAUSED BY 
RAISING THE INTRA-ABDOMINAL PRESSURE. 


In this paper the microscopic examination of sections from the liver 
in cases of eclampsia is described. The constant feature of the sections 
was degeneration of the hepatic cells with widespread areas of necrosis. In 
some cases the necrosis of the hepatic cells was due to haemorrhage, while in 
others the necrosis preceded the extravasation of blood. 

In the belief that an increase in intra-abdominal pressure associated with 
eclamptic convulsions might be the cause of, or aggravate the severity of 
the hepatic lesions, experiments were performed in which the intra-abdominal 
pressure was raised in pregnant dogs and cats. The intra-abdominal 
pressure was raised by introducing saline intraperitoneally, and by the 
application of pressure pads from 80 to 100 centimetres of saline solution, 
and maintained for 30 seconds or longer. 

The following conclusions were arrived at: (1) Severe degenerative necro- 
tic changes in the livers of dogs sometimes associated with haemorrhagic 
necrosis in the periphery of lobule were frequently caused by raising the 
intra-abdominal pressure. (2) It is probable that the hepatic lesions 
associated with eclampsia are more often the sequelae rather than the cause 
of convulsions at the onset of labour. (3) Degenerative changes in the liver 
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im association with hyperemesis gravidarum may be of similar origin. (4) 
The damage to the liver in the second stage of obstructed labour, and in 
many cases of normal labour, is probably and important factor in lowering 
the general resistance of the patient to puerperal infection. 


J. A. Moore. 


The Journal of Physiology. 
November 1932. 


*The volume of blood in the rabbit’s uterus during pregnancy. Joseph 

Barcroft and Paul Rothschild. 
fuk VoLUME OF BLOOD IN THE RaApprr’s UTERUS DURING PREGNANCY, 

A series of experiments was performed with a view to estimating the 
quantity of blood in the rabbit's uterus at various stages of gestation. The 
following points were noticed and conclusions deduced: (a) That the vascu- 
larity of the genital tract is shown to increase early in gestation, rising 
appreciably at the end of the first week. (b) The maximum quantity of 
blood in the uterus was found to be about 30 cubic centimetres, or a sixth 
of the total blood-volume, this peak was usually present between the twenty- 
seventh and twenty-ninth days of gestation. A sudden fall in the uterine 
blood-volume takes place usually just betore parturition occurs. (c) The 
quantity of blood in the uterus at any stage of the gestation bears a closer 
relation to the total weight of the developing embryos than to their number. 

J. A. Moore. 


The Canadian Medical Association Journal. 


Voi. xxvii, No. 3, March 1933. 

Uterus bicornis with closed accessory horn. W. Carleton Whiteside, M.D. 
Vol. xxvii, No. 4, April 1933. 

Hyperemesis gravidarum treated as a temporary adrenal cortex insufficiency. 


W. N. Kemp 


UrerUS BICORNIS WITH CLOSED ACCESSORY HORN. 


Embryology is the key to development and to the abnormalities of develop 


ment. The first indications of the genito-urinary organs are the Wolffian ducts, 


eppearing about the fifteenth day of embryonic life. The Wolffian bodies 


ippear about the eightecsnth and the Miillerian ducts about the twenty-fifth 


day Phe Mullerian ducts ftise at the lower ends to form the uterus, the 


upper tree ends become the Fallopian tubes. Failure 


in extent of fusion 
vives rise to the different degrees of bifid uterus 


Che patient, aged 15, complained of severe cramp-like pelvic pain of six 


weeks’ duration Constipation had been pronounced for two months. 


Menstruation started at 13 years, occurred every two months during the first 


year, stopped for six months, and was then regular Examination was nega 


$70 

















REVIEW OF CURRENT LITERATURE 


tive, except for the hypogastrium and pelvis. On the right side of the 
hypogastrium a mass, the size of a baseball, was felt bimanually on the right 
ot a structure which was thought to be the uterus. A mass was also felt 
in the pouch of Douglas. Abdominal operation revealed a bicornute uterus, 
the right cornu and the right Fallopian tube being distended with altered 
blood. This cornu was occluded at its lower end. These distended structures 
were removed and the surface re-peritonized. The right ovary, being dis- 
organized, was also removed. The left horn, Fallopian tube and ovary 
appearing normal were left in situ. Two months later the patient was having 
normal menses, without discomfort. Two excellent illustrations are appended. 


HYPEREMESIS GRAVIDARUM TREATED AS A TEMPORARY ADRENAL CORTEX 

INSUFFICIENCY. 

Nausea and vomiting in the first trimester of pregnancy has been described 
as physiological, psychic and toxic. The author regards it, however, as due to 
the presence in the maternal blood of toxic metabolites resulting from a 
temporary relative insufficiency of secretion from the vital adrenal cortex, 
A series of cases is reported to illustrate the type of case, the method of 
medication and the results obtained. Beeves’s suprarenal cortex (Armour), 
grains three or four was given orally thrice daily between meals. The 
results were very effective. In one case a liquid preparation of cortex was 
injected with a striking result, after the failure of placebotic injections of 
sterile saline. The author was led to this treatment by a consideration of 
the following established clinical and experimental facts: (1) The adrenal 
cortex undergoes hypertrophy during pregnancy. (2) Anorexia and vomiting 
are early symptoms in animals from which the adrenal bodies have been 
removed. The same is true of Addison’s disease. Banting and Gairns have 
shown that in the absence of cortical adrenal secretion degenerative changes 
cccur in the liver and kidneys. Frankel found similar changes, post-mortem, 
in patients dead from pernicious vomiting. The writer postulates that the 
liver exercizes its manifold and essential functions only in the presence of an 
adequate supply of catalysts or autocoides secreted by the adrenal cortex. 

J. Lyle Cameron. 


Bulletin de la Societe Medicale des Hopitaux 
Universitaires de Quebec 


“Notes on a case of cancer of the cervix uteri with pulmonary metastases. 


NoTES ON A CASE OF CANCER OF THE CERVIX UTERT WITH PULMONARY 

MATASTASES. 

A patient, aged 41 years, who had had to normal pregnancies and one mis 
carriage at the seventh month, had a sero-saineous discharge from the fourth 
month of her last pregnancy. Later it became purulent and offensive, and 
there was bleeding on intercourse. She was admitted for marked dyspnoea 
She did not complain of pain and had not lost weight. On examination a 
hard fungating growth, friable to the touch, was felt on the posterior lip 
of the cervix uteri: a section removed showed it to be a typical epithelioma 
There was not any involvement of the vaginal wall. Violent fits of coughing 
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took place; blood-streaked purulent sputum was coughed up. On examination 
the expiratory sounds were found to be prolonged and dullness was noted over 
the bases of both lungs. The patient became very cyanosed, dyspnoea was 
pronounced, and death ensued. There was no time for X-ray examination or 
paracentesis. Post-mortem examination revealed free fluid in the pleurae, 
both lungs were studded with solid nodules of growth. Two of these nodules 
were pedunculated. The left bronchus was almost completely obstructed by 
nodular growth. The lungs were deeply congested, the liver showed some 
areas of fatty degeneration. Secondary deposits were not found in the 
abdomen, the lymph glands were free. There was a primary growth on the 
posterior lip of the cervix without spread to the vagina. The other abdominal 
organs showed congestiou, but no other abnormalities. Histological examina- 
tion of the secondary nodules in the lung showed typical epithelioma, like 
that in the cervix. Distant metastases, so produced and with a primary 
growth so small, are very rare. The total duration of symptoms was five 
months. 


J. Lyle Cameron. 


The American Journal of Obstetrics and Gynecology. 


Vol. xxiv, August 1932. 
ORIGINAL COMMUNICATIONS. 

The correlation between the development of the growth and symptoms of 
carcinomata of the uterine cervix. H. Schmitz. 

“Five-year end-results in the treatment of cancer of the uterine cervix at the 
Barnes Hospital. QO. U. Schmitz. 

The morified Aschheim-Zondek test. P. F. Schneider. 

*Observations on secondary anaemia during pregnancy. R. D. Mussey, 

C. H. Watkins and J. C. Kilroe. 

A study of the deaths following 6,022 gynaecological operations J. P. 
Greenhill. 

Post-menopausal bleeding. A survey of 98 consecutive cases. A. E. Kanter 
and A. H. Klawans. 

Complete inversion of the uterus and cervix. L. E. Burch. 

Carcinoma and sarcoma coexisting in the same uterus. G. E. Cowles. 

A case of anaplastic carcinoma of the body of the uterus. R. A. Reis and 
M. Cutler. 

‘Urinary tract changes during late pregnancy and early puerperium. W. F. 
Mengert and H. P. Lee. 

Acute anterior poliomyelitis complicating pregnancy. L. S. McGoogan. 

Radium therapy in uterine haemorrhage of benign origin. A clinical study 
ot 105 Consecutive cases, L. E. Phaneuf. 

‘The toxaemias of pregnancy with special reference to liver function. L. L. 
Mackenzie. 

Struma ovari and intraligamentous cystic myoma in the same patient. 
Keport of a case, with a brief comment on these rare neoplasms. J. T. 
Witherspoon 

The Fothergill operation for the correction of uterine prolapse, with a 
report of end-results. bf. EL. Maier and W. J. Thudium. 
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A study of foetal mortality. W. V. Harer. 

Reconstruction of the urethra. J. A. McGlinn. 

Primary carcinoma of the oviduct, with a report of two cases. W.S. Smith. 

Observations on the cyclical pelvic fluid in the female. A preliminary 
report. D. Bissell. 

The frequency and causes of premature birth. A report of 238 cases. 
D. P. Murphy and J. E. Bowman. 

The use of external cephalic version in an outdoor maternity clinic. O. 
Classman. 

Report of a case of utero-placental apoplexy in accidental haemorrhage. 
J. J. Hilton and J. C. Irwin. 


COLLECTED REVIEWS. 
A critical review of the gynaecological literature of 1931. J. E. Lackner 
and S. S. Schochet. 
SELECTED ABSTRACTS. 
Pregnancy and disease. 


Vol. xxiv, September 1932. 
ORIGINAL COMMUNICATIONS. 

On certain endocrine factors in menstruation and menstrual disorders, with 
special reference to the problems of menstrual bleeding and menstrual 
pain. E. Novak. 

A study of the oestrus-producing hormone in the circulating blood of 
normal women. F. A. Ford and S. C. Mueller. 

*Uterine allergy. A. H. Rowe. 

Spinal anaesthesia, with a report of 896 cases. L. Averett, W. Sussman 
and D. Zimring. 

*Further studies of trichomonas vaginalis (Donné). I. Stein and E. Cope. 

Hysterosalpingography in sterility studies. M. C. Sturgis. 

*Glycosuria in pregnancy. R. Richardson and R. S. Bitter. 

Pregnancy and diabetes. J. R. Reinberger and W. Rowland. 

Foetal mortality as affected by the duration of labour. C. H. Peckham. 

The treatment of pelvic inflammation by medical and surgical heat. G. D. 
Royston and M. A. Roblee. 

*A critical study of the technique and clinical value of the sedimentation 
rate in gynaecology. M. J. Summerville and F. H. Falls. 

A sign for the detection of small amounts of free blood in the abdomen 
R. A. Lifvendahl. 

Complete traumatic and spontaneous intrapartum ruptures of the uterus. 
A report of three cases with no maternal mortality, and one living 
child removed from the abdominal cavity 40 minutes after the uterine 
rupture. M. R. Robinson. 

*Carcinoma of the body of the uterus in childhood. J. B. Gilbert, 

*Cancer prophylaxis. C. Macfarlane and M. E. Howe. 

*Closure of small vesico-vaginal and recto-vaginal fistulae by means of 
diathermy and the monopolar current. R. T. Frank. 

Report of an additional case of puerperal septicaemia due to infection by 
clostridium Welchiit. PP. W. Toombs. 


Post-operative separation of the Caesarean section wound, with subsequent 
abdominal pregnancy. Report of tour cases. Ee. L. King. 
ery 
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Laceration of the female urethra with complete incontinence. Method of 
repair restoring function. W. T. Kennedy. 

Full-time pregnancy in uterus bicornis, with anterior sacculation of the 
of the pregnant horn. E. Eno. 

Pregnancy in an interposed uterus. R. A. Hurd. 

A case of puerperal infection with delayed operation. N. B. Sackett. 

Acute intestinal obstruction complicating late pregnancy. G. G. Bemis. 

Report of a case of congenital vulvo-vaginal anus. R. K. Packard and 
J. D. Kirshbaum. 

SELECTED ABSTRACTS. 

Abortion. 

Vol. xxiv, October 1932. 
ORIGINAL COMMUNICATIONS. 

American Gynecological Society. Fifty-seventh Annual Meeting. — Presi- 
dent’s address. The constitutional factor in gynaecology and obstetrics. 
G. Gellhorn. 

*Pelvic endometriosis and tubal fimbriae. J. A. Sampson. 

The diagnostic value of radiopaque contrast media in gynaecology and 
obstetrics. A.M. Campbell, J. D. Miller, T. O. Menees, and L. E. Holly. 

Complications of radiation treatment in gynaecology. F. A. Pemberton. 

*Twelve years’ experience with utero-tubal insufflation: diagnostic and 
therapeutic. I. C. Rubin. 

The selection of appropriate operation for the cure of prolapse. R. T. 
Frank. 

Congenital absence of the vagina and its treatment. J.C. Masson. 

The treatment of gonococcal infections by artificial (general) hyperthermia. 
S. L. Warren and K. M. Wilson. 

The present position of version and extraction. J. L. Baer, R. A. Reis 
and J. J. Lutz. 

The prophylactic treatment of thyroid dysfunction and the importance of 
basal metabolism studies in obstetrics and gynaecology. C. H. Davis. 

Intra-uterine radium therapy as a conservative method of treatment. 
W. T. Danreuther. 

Results with cordotomy for relief of intractable pain due to carcinoma of 
the pelvic organs. F. C. Grant. 

A new axis-traction forceps. E. B. Piper. 


SELECTED ABSTACTS. 
Carcinoma. 
Vol. xxiv, November 1932. 
ORIGINAL COMMUNICATIONS. 
“The morphology of the genital epithelia, with special reference to 
differentiation anomalies. E. Novak. 
*The influence of sex hormones on the reticulo-endothelial cells of the uterus 
and a possible application to the treatment of pelvic inflammatory condi- 
tions C. F. Fluhmann. 


Increase of guanidine compounds in eclampsia: an experimental study. 
P. Titus, F. C. Messer and R. H. McClellan. 

Reconstruction of the oviducts: an improved technique with report of 
cases. F.C. Holden and F. W. Sovak. 

Chemical changes in the parturient’s blood. H. W. Siedentopf. 
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Delivery through a spurious birth canal. R. A. Hurd. 

Consideration of a new viewpoint on the aetiology of renal tuberculosis 
in women. G. L. Hunner. 

The diagnosis of peritubal adhesions and tubal structures by utero-tubal 
insufflation. I. C. Rubin. 

The influence of age and race on the duration of labour. C. H. Peckham. 

Classification and treatment of dyspareunia. M. D. Mayer. 

A case of marked hydramnios in the fifth month of pregnancy. E. E. 
Bunzell. 

Report of a case of six months’ unruptured isthmicai tubal pregnancy. 
H. Heinz. 

Cancer of the vulva in young women. H. Strauss. 


SELECTED ABSTRACTS. 
Carcinoma. 
Vol. xxiv, December 1932. 
ORIGINAL COMMUNICATIONS. 
The relation of placental infarcts to eclamptic toxaemia. R. A. Bartholo- 
mew and R. R. Kracke. 
Researches on the toxaemias of later pregnancy. V. J. Harding and H. B. 
van Wyck. 
The relation of the anterior lobe of the hypophysis to genital function. 
B. Zondek. 
Some experiences in the diagnosis and treatment of congenital anomalies 
of the female genital tract. B. C. Hirst. 
*Avertin analgesia in obstetrics. G. G. Cochran. 
Foetal mortality and breech presentation. D. G. Morton. 
Results of operations for prolapse of the uterus and bladder G. M. Laws. 
Pathology of the thyroid gland complicating pregnancy. C. H. Frazier 
and H. F. Ulrich. 
“Uncomplicated prolapse of the ovary due to elongation of the infundibulo- 
pelvic ligament, and its treatment. B.C. Hirst and I. Andrussier. 
Review of 570 forceps operations. M. A. Novey. 
A preliminary report on the use of the barbiturates with ether by the 
rectum. C. B. Lull. 
Temporary sterilization by the injection of human spermatozoa. A pre- 
liminary report. M. J. Baskin. 
The slowing of the foetal heart and its relation to the foetal placental 
circulation. M. Leff. 
The indications for sterilization. L. H. Douglass. 
*Report of a case of ramifying angiomyoma of the uterus. L. C. Pusch. 
Adenosarcoma of body of uterus. L. Sophian. 
Artificial pneumothorax and pregnancy with the report of two cases. 
J. W. Cutler. 
A test for ruptured bag of waters. M. M. Berlind. 
The role of frontier America in the development of Caesarean section. 
N. J. Eastman. 
The modern Caesarean operation. Editorial comment. 


SELECTED ABSTRACTS. 


Abortion. 
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FIVE-YEAR END-RESULTS IN THE TREATMENT OF CANCER OF THE UTERINE 

CERVIX AT THE BARNES HOspPITAL. 

From 1921 to 1926, 121 cases of carcinoma of the cervix were treated 
by radium. Bleeding was the initial symptom in the majority of cases. 
The best results were seen in the older people. The five-year cure-rate was 
22.2 per cent. 


OBSERVATIONS ON SECONDARY ANAEMIA DURING PEGNANCY, 

Mussey and his co-workers offer this paper as a preliminary report. They 
consider that the disease is relatively common and progressive. The preg- 
nancy anaemias can be classified into two types. Type I is the most 
common; it is idiopathic and tends to spontaneous cure after delivery. Type 
If is a pre-existing anaemia which is made worse by pregnancy. Large 
doses of ferric ammonium citrate have given the best results. 


URINARY TRact CHANGES DURING LATE PREGNANCY AND EARLY PUERPERIUM. 

By means of pyelograms the authors have shown that all the 41 normal 
pregnant women examined had dilatation of the renal pelvis on the right 
side, and in the majority there were similar changes on the left side. 
Primiparae showed the most dilatation and the slowest return to normal 
after delivery. Involution of the renal pelvis is complete in about to days, 
but sepsis seems to delay the process. 


RADIUM THERAPY IN UTERINE HAEMORRHAGES OF BENIGN ORIGIN. 

One hundred and five women were treated with radium for uterine 
haemorrhage of benign origin. Fifteen cases of fibroids were treated, in none 
of these cases was the uterus larger than it is at the eighth week of 
gestation. In 14 the treatment was successfull, at most, after two applications 
and the tumour disappeared; in the fifteenth case although amenorrhoea was 
produced hysterectomy was performed at a later date on account of pain. 
The usual sterilizing dose for uncomplicated menorrhagia was 1,800 mg. hours. 
There were a few failures. 


TOXAEMIAS OF PREGNANCY WITH SPECIAL REFERENCE TO LIVER FUNCTION. 

Mackenzie has studied a series of these cases but finds that on the whole 
the chemistry of the blood and urine is of little value in differentiating 
hepatic from nephritic toxaemia. Urobilinuria is found only in the hepatic 
type and is of value in differentiating it from the nephritic types. 


STRUMA OVARII WITH INTRALIGAMENTOUS Cystic MYOMA IN THE SAME PATIENT. 

A case is reported of struma ovarii with a number of other pathological 
conditions. The author has collected 50 other cases of rare tumours of the 
ovary. 


UTERINE ALLERGY. 

Rowe, who has written a number of articles on ‘‘Food Allergy,’’ has 
found that some cases of dysmenorrhoea and profuse or scanty menstruation 
can be cured, after investigations by means of skin tests, by his ‘‘Elimination 
Diets.’’ 


FURTHER STUDIES ON TRICHOMONAS VAGINALIS. 


In order to establish the true role of this parasite in causing clinical symp- 


toms the authors have made extensive bacteriological examinations of the 
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bacteria found in association with trichomonas, and conclude the trichomonas 
vaginalis is the cause of the discharge and other symptoms. 


GLYCOSURIA IN PREGNANCY. 

Richardson finds that 20 per cent of pregnant women have glycosuria 
following an intake of 1.75 grammes of glucose per kilogramme of body 
weight. There is not any difference between primigravidae and multiparae, or 
at different periods of pregnancy. Eighty per cent of pregnant women show 
hyperglycaemia. 


A CriticAL STUDY OF THE TECHNIQUE AND THE CLINICAL VALUE OF THE 

SEDEMENTATION RATE IN GYNAECOLOGY. 

This investigation was undertaken to determine: (1) The influence of 
technique upon the results of the sedementation test, and (2) the clinical 
value of the test. 

It was found that such marked variations in the readings resulted from 
small errors in technique that the test is unreliable and bore no relation to 
the pathological condition found at operation. 


CARCINOMA OF THE BoDy OF THE UTERUS IN CHILDHOOD. 

Five cases of carcinoma of the body of the uterus have been reported in 
girls below the age of 15, and the author adds the details of a sixth which 
occurred in a girl of 11. 


CANCER PROPHYLAXIS. 

From an analysis of 254 cases of cancer of the cervix and body, Catharine 
Macfarlane and Martha Howe emphasize the fact that erosions, polypi and 
birth trauma are important aetiological factors in the production of cancer. 
The cervix had been amputated in only one case in the series of cancer of 
the cervix. 

These facts suggest to the authors that many cases of malignant disease 
could be prevented by periodic pelvic examination and repair of the cervix 
when necessary. 


CLOSURE OF SMALL VESICO-VAGINAL AND RECTO-VAGINAL FISTULAE BY MEANS 

OF DIATHERMY AND THE MONOPOLAR CURRENT. 

Frank records a remarkable and successful case of closure of a vesico- 
vaginal fistula by fulguration through a cystoscope in a woman with a long, 
rigid, scarred vagina, which made access by this route impossible. Since 
writing his report he has had two other similar cases, one of which was cured, 
and the other, which still has very slight leakage, will require further treat- 
ment. He has used the same method for the cure of recto-vaginal fistulae. 


PELVIC ENDOMETRIOSIS AND TUBAL FIMBRIAE. 

In this very long paper Sampson seeks to show that endometrioma may 
develop on the fimbriae as a primary change from an unknown cause; and 
that such primary fimbrial endometriomata may involve adjacent structures 
either by direct spread or by dissemination of implants from the bursting 
of endometrial cysts. Sampson admits that his assumption that the fimbrial 


mucosa becomes endometrial by metaplasia provides his opponents with 
excellent ammunition with which to shatter the implantation theory. He 
defends his theory by evidence drawn from secondary peritoneal carcinoma, 
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The article is illustrated with numerous microphotographs and a beautiful 
coloured plate. 


TWELVE YEARS’ EXPERIENCE WITH UTERO-TUBAL INSUFFLATION, DIAGNOSTIC 

AND THERAPEUTIC. 

Rubin has employed his test on 2,273 cases of sterility and in 154 other 
cases. There were no serious sequelae when proper precautions were adopted. 
The fourth to the sevnth day following the cessation of menstruation is the 
most favourable time for the test. 

Of the 2,192 sterile patients 43.2 per cent had normal patency and 26.1 
per cent had complete tubal obstruction. The incidence of tubal obstruction 
following induced abortion, appendicitis, or associated with retroflexion of 
the uterus or fibroids was about 60 per cent for each group. The remaining 
Fallopian tube, following ectopic pregnancy, was closed in 81.9 per cent. 

Tubal insufflation appears to have a definite therapeutic value in sterility. 
Of 308 patients who became pregnant after insufflation 21.5 per cent had 
peritubal adhesions or stenosed Fallopian tubes. Nearly 70 per cent of the 
pregnancies followed within six months after insufflation; 42.2 per cent 
occurred within two months and 27.8 per cent within a month of treatment. 
About a quarter of the patients with primary sterility who became pregnant 
had been married for more than five years, and nearly half the patients with 
secondary sterility had been unable to conceive for the same time. 

Insufflation was the only treatment adopted in 247 of the 398 women who 
became pregnant. The treatment seemed to give relief in some eases of 
dysmenorrhoea. 

THE MORPHOLOGY OF THE GENITAL EPITHELIA, WITH SPECIAL REFERENCE TO 

DIFFERENTIATION ANOMALIES. 

By this paper Novak adds considerably to our knowledge of the 
metaplastic changes which may occur in the genital epithelium without 
apparent cause. These anomalies throw some light upon endometriosis, and 
appear to make it unnecessary to invoke the hypothesis of implantation in 
explanation of these new growths. The study lends strong support to the 
theory that the germinal epithelium is the origin of serous cystadenomata. 


THE INFLUENCE OF SEX HORMONES ON THE RETICULO-EPITHELIAL CELLS OF 
THE UTERUS AND A POSSIBLE APPLICATION TO THE TREATMENT OF PELVIC 
INFLAMMATORY CONDITIONS. 

This article is a record of a series of experiments performed to determine 
the incidence of tissue macrophages in the rabbit and their reactions to 
trauma. The authors suggest that the use of sex hormones in pelvic inflam- 
matory conditions should be considered. Clinical data are not given. 


AVERTIN ANALGESIA IN OBSTETRICS. 


From an experience of 150 cases in which analgesia was induced by 
avertin during labour Cochran regards the drug as safe in doses of 60 mg. 
per kilogramme of body weight. Labour was not prolonged and was 
generally successful. 


UNCOMPLICATED PROLAPSE OF THE OvARY DUE TO ELONGATION OF THE 
INFUNDIBULO-PELVIC LIGAMENT AND ITS TREATMENT. 
The occurrence of simple uncomplicated prolapse of the ovary is not 
common and does not always cause symptoms. Barton Cooke Hirst has 
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observed cases in which postural treatment would cure the pain for a 
time, when it would suddenly recur with the return of the ovary to the pouch 
of Douglas. He has effected a cure by shortening the ligament of the ovary 
by thread sutures. 


REPORT OF A CASE OF RAMIFYING ANGIOMYOMA OF THE UTERUS. 

Pusch reports a case of this unusual neoplasm which occurred in a woman 
aged 33. The growth consisted of cords of perivascular smooth muscle cells 
with enormous areas of blood-vessels. 


W. W. King. 


Surgery, Gynecology and Obstetrics. 


Vol. lvi, No. 3, March 1933 
*The influence of endometrium upon the rabbit’s ovary after hysterectomy. 
J. V. Sessums and D. P. Murphy. 
*Studies in physiological and pathological uterine musculature at term.  L. 
Zweibel. 


*Ovarian teratomatous cysts occurring in children. C. P. G. Wakeley. 


Vol. lvi, No. 4, April 1933, 
*Studies on tumour metastasis: I. Distribution of metastases in carcinoma 
of the cervix uteri. S. Warren. 
*A technique of tubo-uterine anastomosis (implantation) in interstitial and 
isthmic occlusion. A. Shafeek. 


Vol. lvi, No. 5, May 1933. 
*The excretion of ovary-stimulating hormone in the urine during pregnancy; 
its relation to urinary output. D. P. Murphy. 
*Compound intra-uterine and extra-uterine (lithopoedion) pregnancy. P. 
Brook Bland, L. Goldstein and W. W. Bolton. 
*A continuous figure-of-eight suture for muscular and peritoneal approxima- 
tion in Caesarean section. F. C. Irving. 


THE INFLUENCE OF 
HYSTERECTOMY. 


ENDOMETRIUM UPON THE JRABBIT’S OVARY AFTER 
i 


Observations are recorded upon the macroscopic and _ microscopic 
appearances of the ovaries of 26 rabbits which were subjected to hysterec- 
tomy six months, or more, previous!y; and upon 26 which were subjected to 
simultaneous hysterectomy and autotransplantation of endometrium. The 
ovaries of both groups of animals showed no gross differences from the 
ovaries of control animals which had not been operated upon, except that 
none of them showed any signs of follicular activity, characteristic of oestrus. 
Microscopically, the ovaries of the hysterectomized animals differed from 
those of the control animals by possessing (a) fewer primary and secondary 
follicles, (b) more atretic follicles, chiefly primary, (c) less stroma, (d) more 
atypical interstitial cells. In comparison with the ovaries of the animals 
subjected only to hysterectomy the ovaries of animals subjected to 
simultaneous hysterectomy and autotransplantation — of 
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microscopically exhibited (a) more secondary follicles, (b) fewer atretic 
follicles, (c) more stroma, (d) a healthier type of interstitial tissue. It is, 
therefore, concluded that hysterectomy upon the rabbit inhibits the develop- 
ment of oestrus and brings about changes in the microscopic structure of 
the remaining ovaries, which tend to be both inhibiting and degenerative 
in nature. Autotransplantation of endometrium has a tendency to limit the 
extent of the inhibitory and degenerative changes resulting from hysterec- 


tomy, and it causes the elaboration of a hormone which influences the 
ovary. 


S1UDIES IN PHYSIOLOGICAL AND PATHOLOGICAL UTERINE MUSCULATURE AT 

TERM. 

In this study on the physiological and pathological uterine muscula- 
ture the method of staining employed coloured the muscle fibres deep 
red and the connective tissue deep blue. Eight different sections are shown 
and described. The first two are sections from uteri removed after Caesarean 
section. The muscle fibres are heavy, very long, and deeply staining, with 
very little intrafasicular connective tissue. The average number of muscle 
fibres was from 22.4 to 30.5 per millimetre. The third figure shows sections 
from a uterus after post-mortem Caesarean section. Here again, the fibres, 
appear very long and deeply staining, but thin. Intrafasicular and inter- 
fasicular connective tissues were both scanty. The average width of the 
fibres is 36.7 per millimetre. Fig. 4 is a normal post-partum uterus 
removed after the death of the mother. The muscle fibres are very long and 
heavy as well as deeply staining. The transversely cut fibres are also very 
thick, there is barely enough intrafasicular connective tissue to be able to 
distinguish the individual fibres, and there is a scanty amount of inter- 
fasicular connective tissue. The average number of fibres is 25.4 per 
millimetre. Fig. 5 is a section from the uterus of a case of placenta praevia. 
Here the musculature is similar to that of normal uteri removed after 
Caesarean section. The average is 23.7 fibres per millimetre. Fig. 6 is a 
section of a uterus from a case of placenta accreta. The longditudinal fibres 
appear to be shorter, and the transversely cut fibres smaller. The staining 
is not equal throughout. The average number of fibres per millimetre is 
27.6. Figs. 7 and 8 are two sections taken from the same organ, an atonic 
uterus, from a primipara aged 19 years, who had severe bleeding, before 
the placenta was expressed, following a normal delivery. She died two 
hours after delivery. The fibres here are thin and short. In some areas 
there is a slight amount and in other areas a vast amount of intrafasicular 


tissue, and there is a very marked amount of interfasicular connective tissue 
throughout. 


The average number of fibres in Fig. 7 was 52.2 and in Fig. 8, 


53:7: 


OVARIAN TERATOMATOUS CYSTS OCCURRING IN CHILDREN. 

Ovarian cysts occurring in children are extemely rare; the author con- 
siders, therefore, that the three cases he has seen are worthy of publication. 
The first case was one of a girl aged nine years who was admitted to the 
Belgrave Hospital for Children in May, 1925. 


Four months previously a 
hard abdominal tumour had been noticed. 


The mother was 32 years of 
age when this child was born and at 25 had had an operation for a right 
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ovarian cyst. This is the first case that has been recorded of a teratoma 
of the ovary occurring in both mother and child. The tumour was the 
size of a grape-fruit, smooth, hard, and freely moveable. On pressing the 
tumour upwards the patient complained of some pelvic discomfort. Opera- 
tion was performed on May 25th. The tumour had a thick pedicle which 
was so long that it was an easy matter to deliver it outside the abdominal 
cavity. The uterus and Fallopian tubes were normal. The patient made 
a rapid and uneventful recovery. 

The second case occurred in a girl aged eight years. She had been 
healthy up to the age of five when she suffered from constipation. She 
was treated at different hospitals with no effect. On November 2oth, 1931, 
she was seized with severe pain and vomited. This was followed by loose 
stools. The pain lasted only a few hours, but later a swelling was noticed 
in the abdomen. She was admitted to King’s College Hospital. The tumour 
was about the size of a coco-nut and cystic in places. The child’s bowels had 
acted normally since the appearance of the tumour. The author considers 
this an important factor in the case, as he came to the conclusion that the 
cyst had been within the pelvic cavity for several years and was the cause 
of habitual constipation. When it suddenly rose out of the pelvis, it pro- 
duced a certain amount of shock, causing the child to vomit. The author 
believes that the relief of constipation was due to diminution of pressure 
within the pelvic cavity. Laparotomy was performed on December 2nd, 
1931, and a tumour weighing two pounds was removed. There was not 
any other abnormality. 

The last case was one of a child aged nine years, who was under the care 
of Miss Bott at the Children’s Hospital, Nottingham, in October 1931. Since 
the previous March the patient had complained of abdominal pain, which 
was accentuated by walking. The site of the pain was just above the pubes; 
it was not relived at night. There was a history of frequency of micturition, 
but neither vomiting nor constipation. On examination a pear-shaped 
swelling was palpatated in the abdomen: it was moveable from side to 
side, dull on percussion, but not tender. An operation was performed and 
a right ovarian cyst, measuring four and a half or five inches, was removed. 
The cyst was unilocular and had a smooth wall. 

The author thinks it unlikely that ovarian cysts in young subjects will, 


in the future, be allowed to assume a large size, owing to the systematic 
medical examination to which school children are now subjected. 


STUDIES ON TuMouR METAsrTasIs. . DISTRIBUTION OF 

CARCINOMA OF THE CERVIX UTERI. 

The distribution of metastases has been studied in a series of 1,059 
autopsies in cases of malignant disease taken from the records of five different 
hospitals. Among this group there were 132 cases of carcinoma of the 
cervix uteri. The results of this study are detailed in four tables. The 
distribution of metastases is summarized in Table I, and the close relation 
between the power of metastasis and the histological grade of the tumour 
is shown very clearly. The percentage of variation in involvement of 
regional and distant lymph nodes and other organs by the different grades 
of tumours is shown in a figure which presents graphically a portion of 
the material in Table Uf. The close parallelism between the degree of 
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malignancy and the total number of sites of metastasis of the tumours 
of a given grade, is shown in Table III. The highly malignant epidermoid 
carcinomata average more than three different sites of metastases each, 
whereas those of low malignancy average less than one each. Table IV gives 
the detailed sites of metastases of the various types of cancer, together with 
an attempt to differentiate those metastases present before and after treat- 
ment. 


A TECHNIQUE OF TUBO-UTERINE ANASTOMOSIS (IMPLANTATION) IN INTERSTI- 

TIAL AND ISTHMIC OCCLUSION, 

Tubal implantation is indicated in the following circumstances. In the 
presence of sterility with interstitial blockage, when not associated with 
adnexal inflammation, in cases in which there has previously been adnexal 
inflammation which has been relieved and in which there has not been any 
recurrence for at least a year. Implantation is contra-indicated in cases of 
uterine infantilism, atrophy, and in cases of ovarian hypofunction. The 
author very fully describes the technique of the operation which he has 
used for the last three years at Kasr El-Ainy. The advantages lie primarily 
in the maintenance of the integrity of the uterine muscle. The object of 
the operation is to reinstate tubo-uterine permeability in an effort to over- 
come the cause of sterility. The author believes that a uterus treated by his 
technique, with the musculature left intact, is better fitted to stand the 
strain of pregnancy than a uterus in which the cornua have been incised, 
cored-out or resected. 


THE EXCRETION OF OVARY-STIMULATING HORMONE IN THE URINE DURING 

PREGNANCY; Its RELATION TO URINARY OUTPUT. 

A report is made concerning the amount of ovary-stimulating hormone 
which is excreted in the urine during pregnancy, and the effect of alterations 
in the output of urine upon the rate of excretion of the hormone. The 
amount of ovary-stimulating hormone (expressed in rabbit-units) in 30 
24-hour specimens of urine from 24 pregnant women is recorded. Some 
patients were normal, others exhibited mild complications of pregnancy; 
the majority were in the last three months of gestation when their urine 
was collected. The amount of hormone excreted in 24 hours varied from 
less than 100 to more than 12,000 rabbit-units; the majority of patients 
voided less than 2,000 rabbit-units. The excretion of hormone by the same 
individual from day to day was relatively constant and was independent of 
the output of urine. 

The author concludes that variations in the output of urine have no 
significant influence upon the amount of ovary-stimulating hormone which 
is excreted. Estimation of the rate of excretion of ovary stimulating hor- 
mone, should be based upon measurement of the hormone in the urine 
which is passed during a period of 24 hours, and not upon the amount in 
a smaller sample of urine. 


COMPOUND INTRA-UTERINE AND EX?TRA-UTERINE (LITHOPOEDION) PREGNANCY. 


The authors report a case of advanced intra-uterine pregnancy associated 
with ectopic gestation of long standing, seen at the Jefferson Medical College 
Hospital, in November to3t. The patient was aged 25; her general health 
was good, and she had not had any operations. Menstruation began at 15, 
and was always normal. The last normal period occurred in:the middle 
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of May 1931. She had had two children, and both pregnancies were normal. 
There was no history of missed periods or abortions. The abdomen con- 
tained a tumour about as large as a gestation of seven and a half months. 
In the right side of the abdomen, on a level with the umbilicus, there was 
« large mass the size of a grape-fruit. It was not tender and on palpation 
imparted a crackling sensation. The mass seemed to be external to the 
enlarged uterus and separate from it. 

The patient was admitted to the Maternity Ward for further investigation. 
Radiographic examination disclosed that the right renal pelvis and calyces 
filled normally with sodium iodide, and that structurally, the kidney was 
normal. The skeletal outlines of two foettis could be seen. The foetus on 
the left side of the abdomen was viable, whereas the one on the right side 
showed overlapping of the cranial bones and had apparently been dead for 
some time. The living foetus was presenting by the vertex with the occiput 
in front. The plates of the skull of the non-viable foetus showed extreme 
overlapping, indicating that it had probably died several months previously. 

On December 3rd, 1931, laparotomy was performed. An encapsulated 
tumour, the size of a grape-fruit, which sprang from the right Fallopian 
tube and was bound down to the caecum, was removed, together with the 
right Fallopian tube and the right ovary. On the third day following 
operation, after a short easy labour, the patient delivered a stillborn 
premature foetus spontaneously. The lithopoedion weighed two pounds 10 
ounces, it was 15 centimetres in length, 10 centimetres in width, and 7.5 
centimetres in depth. 


A CONTINUOUS FIGURE-OF-EIGHT SUTURE FOR MUSCULAR AND PERITONEAL 

APPROXIMATION IN CEASAREAN SECTION. 

When closing the uterine wound in Caesarean section almost all operators 
use first a continuous stitch which unites the innermost fibres of the mus- 
cularis and avoids the mucosa. The closure of the remainder of the uterine 
wall has always been a problem. The author has lately been using a con- 
tinuous figure-of-eight suture which seems satisfactory. 

Three-quarters of a length of chromic catgut is threaded on a round 
pointed curved needle, but is not tied in or re-threaded. Beginning at one 
angle of the wound the suture is passed through the intermediate zone of 
the muscularis on either side and tied, thus anchoring the stitch. The needle 
is then reversed in the needle holder and passed from within the wound out- 
wards one side through the superficial muscularis and peritoneum. Still keep- 
ing the needle reversed, the suture is passed through the peritoneum and 
superficial muscularis of the opposite side into the wound. As the stitch is 
tightened, it closes the peritoneum and buries the first knot. The needle is 
then placed in the usual position in the needle holder. Bites are taken in 
the deeper portions of the muscularis as before, the needle is again reversed 
and the outer portion of the wound united as described. This is continued 
until the last deep stitch has been taken and the final superficial loop is about 
to be placed. At this point the needle is passed from within outwards, the 
assistant grasps the free end of catgut and draws it taught. The needle is then 
passed from without inwards, making the last superficia! stitch one of 
double suture material. The suture is then tied and cut and its end falls into 
the wound leaving the final knot buried. 

C. D. Read. 
883 





JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


The Journal of The American Medical Association. 


Vol c, No. 8, February 25th, 1933. 
*Anaemia of pregnancy, its relation to anaemia in general. V.C. Rowland. 
Vol. c, No. 9, March 4th, 1933. 

*The effect of the theelin injections on castrated women; with histological 
report. August A. Werner and W. D. Collier, 

Vol. c, No. 10, March 11th, 1933. 

Menstrual allergy. W. T. Harrison. 

The parental transmission of vitamin A. (Editorial.) 

Vol. c, No. 13, April ist, 1933. 

*A simple test for pregnancy using immature female albino rats; the premature 
establishment of the vaginal orifice by intraperitoneal injections of urine 
of pregnant women. G. Lombard Kelly. 

Vol. c, No. 14, April 8th, 1933. 

*Electrocauterization of the cervix in children. Favourable results in 50 
cases. Bernard Notes. 

Vol. c, No. 15, April 15th, 1933. 
A case of gonococcaemia with recovery. William Filler. 
A foreign body in the vagina of a child aged four years, with resultant 
massive haemorrhage; list of collected cases. Sater Nixon. 
The aetiology of puerperal fever. (Editorial.) 
Vol. ‘c, INo.. 17;. April 2oth, 1033: 

*Polyneuritis of pregnancy. A dietary deficiency disorder. Maurice B. 
Strauss and William J. Macdonald. 

*Estrogenic substances: theelin. Council of Pharmacy and Chemistry. 

The prophylaxis of ophthalmia neonatorum compulsory in Illinois. 
(Editorial.) 
The female sex hormones. (Editorial.) 


ANAEMIA OF PREGNANCY: ITS RELATION TO ANAEMIA IN GENERAL, 

This is an instructive article dealing with the various forms of anaemia 
which are met with during pregnancy. The pernicious or hyperchromic form 
occurred in one-sixth of the author’s 28 cases of severe anaemia associated 
with pregnancy and this proportion agrees with Minot’s figures. There are 
symptoms of ante-partum weakness, breathlessness on exertion, palpitation, 
headache, dizziness, slight oedema of the feet, and, occasionally, associated 
toxaemia of pregnancy, Labour aggravates the anaemia and the patient may 
collapse during delivery although the labour is usually short and there is 
seldom any post-partum haemorrhage. Liver extract is specific in the hyper- 
chromic anaemia of pregnancy. The anaemia is due to a temporary deficiency 
of a specific haemogenic substance produced in normal gastric digestion. The 
substance is apparently identical with that lacking in true Addisonian 
anaemia.. Primary anaemia in pregnancy can hardly be regarded as one 
specific disease but is rather a non-specific failure of haematogenesis, due to 
a variety of causes that operate through the common mechanism of a 
deficiency or disorder of gastric function. In the rare cases of severe primary 
anacmia of pregnancy, the intramuscular or intravenous injection of liver 
extract may save the patient’s life. The response may be noted after 36 
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The secondary or hypochromic form of anaemia associated with pregnancy 
is very common in mild degree, and, much more frequently than is generally 
appreciated, reaches a severe degree. In most cases the aetiological factor is 
a dietary deficiency and deficiency in gastric digestion, associated with achlor- 
hydria or hypochlorhydria. The blood requirements of the foetus correspond 
to blood loss or other causes of anaemia of the secondary type in that they 
throw a metabolic overload on the function of haematogenesis during 
pregnancy. 

Iron in doses of from 90 to 120 grains a day is specfiic in this type of 
anaemia. A reticulocytic response may be observed with adequate dosage, 
but it is not so marked as that produced by the treatment of a primary 
anaemia by liver. 

Transfusions of blood are useful only as an emergency measure in these 
patients. Termination of pregnancy is indicated only in the presence of 
serious complications associated with the pregnancy. 

The author remarks that these anaemias occur in slight degree in the 
majority of American women during pregnancy and are associated with hypo- 
chlorhydria and a deficiency in the specific intrinsic factor in blood formation. 


THE Errect OF INJECTIONS OF THEELIN ON CASTRATED WOMAN. 

This work was carried out in order to determine the effect of large doses 
of theelin, given intramuscularly, on women who had had both ovaries 
removed at varying intervals of time and at different ages. In view of 
Allen’s work on monkeys and Corner’s results on histological examination of 
the uteri in a number of individuals of pithicus rhesus in which he proved 
that menstruation in monkeys may occur from a low, simple and intact 
endometrium without any typical premenstrual changes and without evidence 
of recent ovulation in either ovary, the authors wished to prove whether it 
is possible to produce such bleeding, in women who have been castrated, by 
the injection of large quantities of theelin. 

Four women upon whom bilateral o6phorectomy had been performed and 
whose uteri were intact and one woman whose uterus, as well as the ovaries, 
had been removed were used for this experiment. All the patients had 
atrophy of the breasts, had noticed no vaginal mucous discharge since opera- 
tion, and complained of the symptoms which accompany ovarian hypo- 
function. The five patients were of the following ages: 31, 40, 28, 30, and 
22 years, and castration had been performed six and a half months, 17 
months, four years, five years and nine months, and 15 months respectively 
previous to the commencement of the experiments. 

The following amounts of theelin were administered. Following the initial 
curetting, each patient was given four cubic centimetres of theelin equivalent 
to 200 rat units daily for 28 days. Six cubic centimetres or 300 rat units 
daily were given for the second 28 days. Eight cubic centimetres or 400 rat 
units were then administered daily for the third period of 28 days. Curetting 
was performed at varying intervals in order to study the changes occurring 
in the endometrium, but in the later stages of the experiments this operation 
was not performed unless the patients began to lose blood spontaneously from 
the uterine cavity. 


As a result of these experiments the authors came to the following con 
clusions: Theelin restores the breasts and genital tract of women to appar 
ently the normal sexual state after previous castration atrophy. Theelin 
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produces changes in the atrophied endometrium of castrated women which 
approximate, or equal, the interval changes found in normal women at the 
time of ovulation, but no true premenstrual changes are produced. The 
bleeding from the uterus in castrated women, induced by injections of the 
theelin, occurs from an endometrium which approximates, or is equal, in 
development to the interval changes found in the uterus of normally men- 
struating women. The haemorrhage produced by the injection of theelin in 
castrated women is qualitatively indistinguishable from menstruation in 
normal women and it is accompanied by the subjective symptomatology 
usually associated with normal menstruation. Theelin relieves the meno- 
pausal symptoms which may be so severe after the removal of both ovaries. 


A SIMPLE TEST FOR PREGNANCY, USING IMMATURE FEMALE ALBINO Rats. 

The test is based upon the fact that in the rat, as well as in certain other 
rodents, the vulva is not patent until about the time sexual maturity is 
reached. The test is based upon the action of the anterior pituitary hormone 
upon the immature ovary as shown by Aschheim and Zondek. The urine 
of pregnant women contains enough substance, which has an action similar 
to that of anterior pituitary transplants on the ovary, for the injection of such 
urine to cause the stimulated ovaries to produce a precocious oestrus. 

Female albino rats of a certain size and weight are good material for this 
test for pregnancy. They are easy to handle, can accomodate large injections 
of urine intraperitoneally without mishap, and are easy to observe. The site 
of the vaginal orifice in the immature rat is a slight crescentic white cicatrix 
just behind the clitoris which is itself traversed by the urethra. After the 
suitable injections have been given, if the test is positive, the patent vagina 
is seen as a rounded orifice, which is easily recognized behind the clitoris and 
urethra. 

The urine is kept in a refrigerator before use, but is warmed to 40°C. 
before the injections are given. The rats used should be from 30 to 35 days 
old and the urine should be injected into the peritoneal cavity in two amounts 
of five cubic centimetres, one in the morning and one in the afternoon of 
the same day. It is advisable to use two rats for each test. As a rule the 
opening of the vagina will occur, in a positive case, between 72 and 84 hours 
after the first injection. 

If both vaginal openings are obvious then the test is positive, if only one 
rat shows a positive result the test is doubtful and should be repeated. If 
neither vaginal orifice is patent after 96 hours the test is negative. Intra- 
peritoneal injections of the same amounts of urine from a non-pregnant 
woman will not cause premature opening of the vaginae in the rats used for 
the test. 


ELECTROCAUTERIZATION OF THE CERVIX IN CHILDREN. 

This contribution is based upon the results of electrocauterization of the 
cervix in children under the age of 14 years, the youngest was seven years 
old. Fifty cases were treated and in 70 per cent there was definite proof 
of a gonococcal infection of the vagina. The cervix was cauterized under gas 
and oxygen anaesthesia, radial incisions were made so as to destroy most of 
the cervical glands and the author claims that stricture was avoided by not 
incising the cervical mucous membrane too deeply. 
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There was complete cessation of the discharge in 64 per cent of the cases, 
marked improvement in 23 per cent, and some improvement in 13 per cent. 
All patients were constitutionally improved and there was not any case of 
obstructive dysmenorrhoea; there were not any menstrual disturbances follow- 
ing the treatment; the vaginae of all patients were probed post-operatively and 
there was no evidence of massive scarring. 


ESTROGENIC SUBSTANCES: THEELIN. 

It is impossible to abstract this long article for it is, in itself, a very able 
abstract of most of the reliable literature on the subject of the hormones 
produced by the ovary, with special reference to theelin or the oestrogenic 
substance. The article is a report of the Council on Pharmacy and Chemistry 
and is critical and unbiassed. 


POLYNEURITIS OF PREGNANCY: A DIETARY DEFICIENCY DISORDER. 

The authors quote three cases of severe polyneuritis which occurred in 
association with early pregnancy; in each case, there was severe vomiting 
before the onset of symptoms of neuritis. From the observations made it 
seems probable that the polyneuritis of pregnancy is not a toxaemia but a 
dietary deficiency disorder, similar to the polyneuritis of beri-beri, which is 
known to be due to a deficiency of vitamin B. 

In view of these findings, rational therapy in these cases should avoid opera- 
tive interference with the pregnancy and should be directed to supply suitable 
material to meet the deficiency. In cases in which suitable material cannot 
be retained by the stomach, the use of intramuscular therapy is indicated. 
In the three cases quoted, good results were obtained with the following 
therapeutic substances. A high vitamin diet [including orange juice, 100 
grammes of raw liver and six yeast vitamin (Harris) tablets daily] and six 
grammes of iron and ammonium citrate daily. In pernicious vomiting of 
pregnancy, the prophylactic use of vitamin B is suggested. 

John Beattie. 





The American Journal of Cancer. 


Vol. xvii, No. 3, 1933. 
Life size outlines for gynaecological cancer case records. R. L. Dickinson. 


Vol. xvii, No. 4, 1933. 
*The treatment of carcinoma of the cervix in Detroit, Michigan. Harry 
C. Saltzstein and Aaron A. Topsik. 


THE TREATMENT OF CARCINOMA OF THE CERVIX IN DETROIT, MICHIGAN. 

This paper embodies the findings of a central recording, and follow-up 
system, embracing all the cases of carcinoma of the cervix treated in 13 
different hospitals, in 1928 and 1930, at Detroit. A variety of different treat- 
ments was used, but as neither the technique nor the stage of the disease is 
mentioned, the statistics are not of much value. Reference is made to prophy- 
laxis in this disease, and figures are given showing the low incidence of 
carcinoma of the cervix, following adequate treatment of lacerated and 
infected cervices. AC. Be 
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La Gynecologie. 


January, 1933. 
*A description of different methods of radium therapy for carcinoma of the 
cervix, with some new methods of treatment. Paul Petit-Dutaillis. 
February, 1933. 
*Amenorrhoea accompanied by symptoms of psuedo-cyesis, due to a persis- 
tent corpus luteum. M. Reeb. 
Drainage by the vaginal route after the operation of total hysterectomy. 
Raymond Bonneau. 
A case of acute hydramnios. Favreau. 


A DESCRIPTION OF DIFFERENT METHODS OF RADIUM THERAPY FOR CARCINOMA 

OF THE CERVIX, WITH SOME NEw MODEs OF TREATMENT. 

The first method described is that of radium application to the cervical 
growth after curettage and the application of the cautery. Commenting on 
the small but definite mortality, and the more pronounced morbidity which 
follows radium therapy for carcinoma of the cervix, the author expresses his 
opinion that this is largely due to the exposure of opened blood-spaces and 
lymphatics to the gross infection in this area by the necessary manipula- 
tions. Thus it is not due to the radium itself but rather to the method at 
present employed. The first step advocated is that of removal of all necrotic 
growth. This is done by means of the curette. The removal must be done 
after full surgical preparation and with all attention to an aseptic technique. 
The curette must be used gently but firmly. The objections to curettage are 
that the operation lays open blood-spaces and lymphatics through which 
organisms and the growth may be, and are, disseminated. This, however, is 
not the case if the cautery is used directly after curettage, whereby all 
vessels are successfully sealed off. Haemorrhage is also arrested and the 
exact extent of the growth is accurately determined. Lastly, it allows a 
more accurate application of the radium to the growth. Three-quarters of 
the indicated dose of radium are placed in the cervix, but little filtration is 
used; the radium attacks the cervical tissues and adjacent cellular tissue. 
Eight or nine tubes of 50 microcuries-heures are left in the cervix for six or 
eight days. Filtration is obtained through one millimetre of platinum, 
three thicknesses of aluminium foil, and two layers of rubber sheeting. In 
the vagina screenage is by means of one millimetre of platinum, five thick- 
nesses of aluminium foil, and three layers of rubber. During the time of 
application efforts must be made to preserve a state of asepsis by repeated 
irrigation by, for instance, Carrel’s drains. Before, during, and after the 
application the patient is given Delbet’s fluid, which, apart from being a 
good tonic, possesses properties antagonistic to the growth of cancer cells. 
A vegetarian diet is ordered and the bowels are kept open regularly. After 
removal of the radium the cavity is thoroughly irrigated with an antiseptic 
fluid. The method of a complete follow-up is also described. 

In extensive growths this technique is followed and in addition the 
radium is applied to areas outside the body of the uterus and cervix. Two 
tubes are placed in the lateral wall of the pelvis just below the bifurcation 
of the common iliac arteries. The method of approach, which is described 
in detail, is by an incision just internal to the tuber ischii, and by entering 
the space between the obturator internus muscle and its fascia. The tubes 


888 





REVIEW OF CURRENT LITERATURE 


are removed at the same time as those in the vagina. In the case of cervical 
cancer of the first or second degree total vaginal hysterectomy is performed 
as a routine, six weeks after the radium therapy. In six early cases the 
cervix was amputated after the application of the radium. Several other 
different methods of treatment, which were used in isolated cases, are 
described. 

Finally, the mortality and morbidity are discussed at length and a full 
table for purposes of comparison with the results of other workers is inserted. 
The results of the methods of treatment described compare very favourably 
with any others obtained hitherto. 


AMENORRHOEA ACCOMPANIED BY SYMPTOMS OF PSEUDO-CYESIS, DUE TO A 

PERSISTENT Corpus LUTEUM. 

In the first of the two cases reported, the patient, a woman aged 35, 
stated that she had missed two periods. The uterus was bulky and preg- 
nancy, complicated by an ovarian cyst, was diagnosed. The breasts were 
enlarged and secreting. Laparotomy revealed the ovarian cyst to be a large 
corpus luteum. The woman was still thought to be pregnant until an examina- 
tion, some days after the operation, showed the uterine enlargement no 


longer to be present and all the secondary signs of pregnancy to have dis- 
appeared. 


In the second case, one of a woman aged 29, in whom menstruation had 
always been irregular, a diagnosis of extra-uterine pregnancy was made and, 
at operation, the tumour in the appendages was found to be a large corpus 
luteum. This patient had all the symptoms and signs of an early pregnancy. 
The operation was performed four years ago and since that date the periods 


were regular for two years and then slowly became irregular and accom- 
panied by the expulsion of shreds of tissue. On examination these show an 
exaggeration of the typical decidual reaction of the premenstrual endome- 
trium. This case is of interest in that the excision of the ovary containing 
the excess of lutein tissue resulted in two years of regular menstruation. 


A. J. Wrigley. 


Gynecologie et Obstetrique. 


Vol. xxvii, No. 2, February, 1933. 

*The physiology and pathology of obliteration of the cervix during preg- 
nancy: its relations to engagement of the head and spontaneous rupture 
of the membranes. Kreis. 

*The position of induction of abortion in Switzerland, especially in Geneva. 
Koenig. 

Ovarian disorders and oteosclerosis. Chajutine. 
A case of a completely septate uterus with haematometra. Martins. 
Vol. xxvii, No. 3, March, 1933. 
*The effects of a salt-free diet upon labour. Reeb and Israél. 
*Total or subtotal hysterectomy; a study of 388 cases. Okinczyc. 
Hydatidiform mole and chorion-epithelioma. Jourarieff. 
The changes in the reticulo-endothelial system in normal and abnormal 

pregnancy. Vignes, Lemant. 
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THE PHYSIOLOGY AND PATHOLOGY OF OBLITERATION OF THE CERVIX DURING 

PREGNANCY. 

Kreis describes the various types of cervix which are met at the different 
periods of pregnancy and labour. His object is to show that artificial rup- 
ture of the membranes, a procedure which he usually adopts in conducting 
what he terms a ‘‘managed labour’’ or ‘‘accouchement médical,’’ is of great 
value, and that, as often as not, preservation of the membranes delays the 
progress of labour. The article is supported by many statistics, but is long 
and diffuse, and not amenable to close abstraction. 

His general conclusions are as follows:—(1) The length and permeability 
of the cervix vary so much, both in primigravidae and in multiparae, that 
no rule can be laid down for their condition at any period of gestation. 
(2) The numerous variations show that the mechanism for the obliteration 
of the cervix is often imperfect. (3) Obliteration of the cervix during preg- 
nancy is a progressive change, and proceeds from below upwards and from 
without inwards, being effected by the traction of the external longitudinal 
muscular fibres. At the onset of labour in a normal case the cervix should 
be completely taken up and the external os closed. (4) The differences ob- 
served between primigravidae and multiparae are attributable, not to physio- 
logical differences, but to injuries to the normal muscular mechanism in 
multiparae. (5) Engagement of the head takes place independently of the 
stage of obliteration of the cervix, and may occur at any period of gestation. 
(6) The fate of the membranes depends on the extent of their fixation to 
the lower segment of the uterus. Variations in the strength and extent of 
their attachment, combined with faults in the local muscular dilating 
mechanism, usually determine rupture of the membranes before full dila- 
tation. This fact invalidates the usual teaching of the need for the preser- 
vation of the membranes for so long as is possible. (7) Artificial rupture of 
the membranes is not only excusable, but is also usually an indicated pro- 
cedure, because their integrity is one of the principal obstacles to the dila- 
tation of the cervix. (8) These conclusions are valid for both primigravidae 
and multiparae. 


THE POSITION OF INDUCTION OF ABORTION IN SWITZERLAND, ESPECIALLY IN 
GENEVA. 


In a witty article, Koenig points out that, despite a widespread opinion 
to the contrary, induction of abortion is an illegal operation in Switzerland, 
apart from medical indications. He gives the relevant legal statutes in full. 
They closely resemble those of English law. 


THE EFFECTS OF A SALT-FREE DIET UPON LABOUR. 

Reeb and Isratl have investigated the effect of restricting the amount 
of sodium chloride taken in the food during pregnancy upon the duration 
of labour and the amount of pain experienced by the parturient woman. 
Their patients were forbidden to eat salt, milk, meat, eggs, and ordinary 
bread for at least two months before delivery. The amount of chloride 
intake was checked by estimating the urinary chlorides. 

Thirty cases were observed. A definite diminution in the amount of 
pain during labour was noted in every case. Dilatation of the cervix pro- 
ceeded much more quickly than in normal control cases, although the value 
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of the observations was reduced by the free use, in some of the cases, of 
spasmalgin, pituitrin, and artificial rupture of the membranes. An explana- 
tion of the action of a salt-free diet in facilitating labour is difficult. No 
alteration in the chloride content of the blood was observed, even in cases 
in which the chloride deprivation had been most rigorous. Nor was any 
alteration noticed in the galvanic excitability of the tissues as a result of 
the diet. The authors think the most likely explanation of the phenomenon 
is the resultant diminution in the water content of the patient’s tissues, 
particularly of the uterus. The contractions are, therefore, more effective. 
They think restriction of the chlorides of the food a valuable adjunct to the 
medical control of labour. 


ToTaL OR SuBToTAL HySTERECTOMY: A SruDy OF 388 CASEs. 

Okinezye considers that when the respective merits of two rival pro- 
cedures are discussed repeatedly without any effective conclusions being 
drawn, the cause of the difficulty may lie in badly stated or misconceived 
initial premises. In his opinion the operative technique adopted 
is subordinate to the needs of each case and the general conclusions 
he draws are as follows:—The mortality of the two operations is similar 
if allowance is made for the more serious type of case for which the total 
operation is performed. The major guide as to which operation should be 
chosen is the condition of the cervix, a lesion of which always indicates the 
more extended operation. He thinks that the risk of cancer of the stump 
is an unproved bogey. 


P. Malpas. 


Bulletin de la Societe d’Obstetrique et de Gynecologie 


No. 2, February, 1933. 

Five cases of malignant ovarian tumours treated by operation, supple- 
mented by deep X-ray therapy. Fruchaud. 

Acute salpingitis in old women. Fruchaud. 

Bacteriophage or propidon. Modiano. 

*Spasm of the isthmus of the uterus. Béclére. 

A modified instrument for hystero-salpingography. Béclére. 

*Accessory Fallopian tubes; tubal diverticula and septa. Lorier, Durante. 

*A  pseudo-sarcomatous tumour of the uterus arising from an aberrant 
suprarenal gland. Desnoyers, Mayer, Isidor. 

A case of convulsive eclampsia; failure of medical treatment and vaginal 

Caesarean section; success with lumbar puncture. Lorier, Mayer. 

*A radium-applicator facilitating maximum dosage to the parametria and 
cervix. Wickham. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOOLGNE D’ALGER. 
*Umbilical tetanus; statistics of the neo-natal mortality in Algeria. 
*Umbilical tetanus. Jahier. 

Another case of congenital malaria. Jahier. 
A twisted parovarian cyst. Ferrari. 


Gautier. 


Nine cases of primary carcinoma of the Fallopian tube. 


Bouquet, Mont- 
pellier, Chiapponi. 
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Pneumococcal meningitis at term, with congenital pneumonia. Laffont, 
Castanier, Lavallce. 


A fatal case of chorea in pregnancy. Laffont, Castanier. 


REUNION OBSTETRICALE DE LILLE. 
“Three cases of inversion of the uterus. Picard, Olry. 
Severe pyelonephritis in pregnancy; therapeutic abortion and recovery. 
Palliez. 
Premature separation of a normally situated placenta; conservative 
Caesarean section. Béghin. 


Meningeal haemorrhage in pregnancy. Paucot, Gellé. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 
Temporary closure of a caecostomy opening. Plauchu. 
Pwo cases of ectrodactyly. Gonnet, Mermet. 
Volvulus and spontaneous rupture of the small intestine in a new born 
child. Trillat, Boulez. 
Malformation of the right parietal bone. Voron, Roget. 
Congenital malformation of the heart. Voron, Lyonnet. 
*The pathogenicity of extravasated blood. Michon. 
The diagnosis of chorion-epithelioma by the Zondek-Aschheim test. Daveo, 
A sequel of Portes’ operation. Guérin-Valmale. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE NANCY. 
Peritoneal haemorrhage of ovarian origin. Hamant, Bodart, Chalnot. 
A case of congenital diaphragmatic hernia. Louyot, Lacour. 
*Bantt’s disease and pregnancy. Fruhinsholz, Michon. 

A pelvic kidney causing dystocia. Vermelin, Chalnot. 


Abdominal drainage of a suppurating fibroid during pregnancy. Harte- 
Panny 


SOCIETE D'OBSTETRIQUE ET DE GYNECOLOGIE DE 
STRASBOURG. 

\ large lipoma of the body of the uterus. Keller. 

Placenta praevia in a case of blood dyscrasia. Nerson, Israél. 

Multiple cephalic malformations in a new born child. Reiles. 

Two cases of rupture of a pyosalpinx into the general peritoneal cavity; 
recovery with early operation. Fournier. 

\ placental polypus simulating a pedunculated fibroid. Meyer. 

Amenorrhoea and pseudo-pregnancy due to a persistent corpus luteum or 
to lutein cysts. Reeb. 

Incarceration of the gravid uterus. Burger. 

*Pernicious anaemia of pregnancy; treated by Whipple’s method and two 
blood transtusions; normal delivery and recovery. Halff, Stahl, Nerson. 


SOCIETE D’'OBSTETRIQUE ET DE GYNECOLOGIE DE TOULOUSE. 
Thirty-two cases of cervicitts treated by diathermy. Durand-Dastés. 
Recurrence of carcinoma of the breast 20 vears after operation; lasting 

cure with radium therapy Durand-Dastts 

fibromatosis of the breast; galactorrhoea; duct epithelioma. Dieulafé. 
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The pilo-motor reflex in the early diagnosis of post-operative phlebitis. 
Ducuing. 

The difficulties of diagnosis between haematocoele and abscess of the pouch 
of Douglas. Dambrin. 

Large cyst of the ovary recurring 10 years after removal of the opposite 
ovary for a similar tumour. Dambrin. 

The difficulties of diagnosis of intra-ligamentary pregnancy. Audebert, 
Ribat. 

Gonococcal rheumatism in the puerperium; treatment by vaccine and auto- 
haemotherapy. Audebert, Ribat, Bec. 

A fibroid necessitating hysterectomy during pregnancy. Bernardbeig, 
Fournie. 

Twin pregnancy and physometra. Bernardbeig, Fournié. 

An unusual accident during a lower segment Caesarean section. Voron, 
Pigeaud. 

Syphilitic stenosis of the cervix; infection of the amnion; recovery after 
abdominal hysterectomy. Trillat, Michon, Dargent. 

Abnormally adherent placenta encountered in two successive pregnancies in 
the same patient. Banssillon, Lyonnet. 

A rubber bougie for inducing of labour.  Trillat. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE 
MARSEILLE. 

Pregnancy and diabetes insipidus. Artaud. 

Fibroid and pregnancy in a woman aged 50. Moiroud. 

Fistula formation in a case of haematometra resulting from cauterization 
of the cervix. Loriot. 

Two cases of cervical dystocia resulting from cauterization with filhos. 
Vayssitre. 

Abortion and fatal septicaemia due to an enterococcus. Moiroud. 

A case of spontaneous cure of large lutein cysts. Cambon. 

The advantages of diathermy in the treatment of chronic cervicitis. 
Chosson. 

Pregnancy and a large ovarian cyst; operation after delivery. Vayssi¢re. 

A hydatid mole followed by chorion-epithelioma; Brouha’s test. Guérin- 

Valmale, Verdeuil. 


SPASM OF THE ISTHMUS OF THE UTERUS. 





Béclére discusses the significance of isthmical spasm. He considers the 
condition responsible for many cases of dysmenorrhoea and sterility. It 
is important to distinguish isthmical stenosis caused by spasm from that 
caused by chronic inflammation. Dilatation in the former case may be 
curative; in the latter it may be disastrous. During hystero-salpingography 
isthmical spasm prevents filling of the fundus and the sound must be 
passed through the constriction. Attempts to overcome it by increasing the 
pressure used may only increase the amount of spasm. In cases manifesting 
spasm of the isthmus, pre-operative treatment with antispasmodics, mainly 
belladonna, is necessary. 









ACCESSORY FALLOPIAN TUBES; TUBAL DIVERTICULA AND SEPTA. 
Reduplication of the lumen of the Fallopian tube and the occurrence of 
diverticula may result not only from developmental errors but also from 
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mild inflammatory changes, which cause adhesions between adjacent plicae 
of the tubal mucosa without producing any widespread changes in the 
epithelium. Siinilarly fragments of tubal mucosa may be shut off from the 
lumen, and it is very easy to mistake these for endometriomata. 


A Pseupo-SaRcoMATOUS TUMOUR OF THE UTERUS ARISING FROM AN 

ABERRANT SUPRARENAL GLAND. 

The patient, aged 31 years, complained of abdominal pain and amenorr- 
hoea for nine months. She was found to have an abdominal tumour 
corresponding in size to an eight months’ gestation. Irregular pyrexia was 
present. None of the positive signs of pregnancy were present and biological 
tests were negative. Hysterectomy was performed. The tumour was found 
to arise from the anterior surface of the uterus, which was normal in size. 
Section showed its edge to be sharply demarcated from the uterine muscle 
and the cut surface appeared lobulated, light brown in colour, with numer- 
ous haemorrhagic areas. 

Histologically four different types of tissue were found in the tumour. 
(1) Areas resembling round celled sarcoma. (2) Areas resembling a malig- 
nant fibromyoma. (3) Areas composed of a dense fibrous stroma containing 
small islands of atypical epithelial cells. (4) Areas closely resembling the 
medulla of the suprarenal gland. 

The possibility of an origin of the tumour from ovarian or lutein tissue 
was considered and rejected, and the authors decided upon an origin from 
aberrant chromaffin tissue, similar to that usually found in connexien with 
the paracervical sympathetic ganglia. 


A GYNAECOLOGICAL RADIUM APPLICATOR. 

Wickham, who employs the Paris technique for the treatment of 
carcinoma cervicis, has devised a series of radium applicators in which the 
side of the applicator directed away from the surface of the growth is 
heavily screened with lead. He claims that thereby undesirable irradiation 
of the rectum and bladder is minimized. To obviate the use of gauze pack- 
ing, Which, in the prolonged applications of the Paris technique, becomes 
very offensive and predisposes to infection, he keeps both the uterine and 
vaginal applicators in place by the use of semi-rigid rubber bougies, the 
lower ends of which project from the vagina and are fixed to the abdominal 
wall. 


Umeitican TETANUS IN ALGERIA. 

Four per cent of the neonatal deaths in Algeria are due to umbilical 
tetanus. The disease is commoner among the indigent inhabitants because 
of their more primitive methods of delivery. Gautier blames the squatting 
posture used in delivery and recommends as a prophylactic measure delivery 
in the recumbent position away from the earth floor of most of the houses. 
Jahier emphasizes the need for education in cleanly methods of division of 
the cord. Both authors agree upon the value in treatment of repeated daily 
injections of antitetanic serum given under chloroform anaesthesia. 


THREE CASES OF INVERSION OF THE UTERUS. 


In cach of these cases the membranes were found to be very adherent 
and the inversion was caused by undue traction on the cord by the attend- 
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ants. Manual reposition proved uniformly successful. Under general 
anaesthesia the ring of cervix was dilated by one hand through the relaxed 
abdominal wall while the inverted fundus was pushed up steadily by the 
other hand in the vagina. ‘ 

In the resultant discussion Bué emphasizes the value of Trendelenburg’s 
position, which the veterinary surgeons employ in the management of the 
condition in cattle, which are very liable to inversion of the uterus. 


THE PATHOGENICITY OF EXTRAVASATED BLOOD. 

Mochon describes a series of cases in which anaphylactic phenomena, 
vomiting, pyrexia, urticarial rashes, and oedema, followed on the develop- 
ment of a haematoma. He considers that under certain ill-defined condi- 
tions a patient may become sensitized to her own blood-proteins. 


Bantl’s DISEASE AND PREGNANCY. 

A case of Banti’s disease and pregnancy is described in very full detail. 
The patient, a primigravida, aged 22 years, was found to have an enlarge- 
ment of both the spleen and the liver. At the seventh month of pregnancy 
the blood-count was: red blood-corpuscles 1,200,000 per cubic millimetre, 
white corpuscles 22,600; there were four nucleated red blood-corpuscles 
present to every too leucocytes. From the seventh month onwards the 
patient had repeated epistaxis, and slight jaundice, oedema and albumin- 
uria. The patient was treated by repeated blood-transfusions and the oral 
administration of extract of liver. She was delivered at term of a healthy 
child, weighing one pound less than normal. The differential diagnosis of 
the syndrome is well discussed in the paper. In the author’s opinion the 
course of the disease was unfavourably influenced by the pregnarcy. 


PLACENTA PRAEVIA IN A CASE OF BLOOD DySCRASIA. 

A patient who had had two children was aged 28 years; she was the subject 
a blood dyscrasia, the exact nature of which could not be determined. 
It manifested itself before delivery by persistent bleeding from the punctures 
of hypodermic injections. The onset of labour disclosed the presence of a 


roy 


hod 


placenta praevia, which was treated by podalic version followed by spon- 


taneous delivery. Aftes expulsion of the placenta, persistent bleeding 
occurred in spite of vaginal plugging, the injection of ergot and pituitrin, 
and hot douches. Two blood-transfusions were given immediately, but 


produced only a temporary improvement, after which the patient’s condition 
became critical. A third transfusion was given and produced a dramatic and 
permanent improvement, which was consolidated by a fourth. In all 950 
cubic centimetres of citrated blood were given, and, although blood from 
four separate donors was used, no toxic symptoms were noted. The author 
emphasizes the need for giving an adequate volume of blood in such cases. 


PerRNiciouS ANAEMIA OF PREGNANCY; TREATMENT By WHIPPLE’s METHOD 

SUPPLEMENTED BY TWO BLOOD-TRANSFUSIONS. 

A primigravida, aged 27 years, was first seen by the authors at the sixth 
month of pregnancy, when she presented the picture typical of pernicious 
anaemia. The red blood-corpuscles numbered 1,290,000, the colour index 
was 1.08, the reticulated red percentage was 12, the leucocytes numbered 
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1,000. The patient’s condition had deteriorated progressively since the 
commencement of the gestation. She was put on a regime comprising 200 
grammes of liver daily, iron and arsenic by mouth, and the daily intra- 
muscular injection of 20 cubic centimetres of citrated blood. Two blood- 
transfusions, of 130 and 250 cubic centimetres respectively, were also given 
during the last month of pregnancy. The general condition responded well 
to this treatment and she was delivered of a healthy child at term. The 
puerperium was normal and the patient made a complete recovery from the 
anaemia. The treatment adopted certainly modified the usual grave 
prognosis of such cases, both for the mother and the child. 
P. Malpas. 


Bruxelles Medical. 


No. 20, March 19, 1933. 
A case of rupture of the uterus at the sixth month of gestation. Pastiels 
and Straetmans. 
No. 21, March 26, 1933. 
‘Quantitative estimations of the amount of prolan B present in normal and 
abnormal pregnancies. Weymeersch, R. Bourg and Rocmans. 
No. 22, April 2, 1933. 
“Inversion of the uterus of 20 years’ duration, complicated by carcinoma 
of the body of the uterus and pyosalpinx. R. Schockhaert. 
No. 26, April 30, 1933. 
A case of intractable vomiting of pregnancy with interesting pathological 
findings. Guillaume Nolens. 


QUANTITATIVE ESTIMATIONS OF THE AMOUNT OF PROLAN B PRESENT IN 

NORMAL AND ABNORMAL PREGNANCIES. 

In this investigation of the concentration of the secretion of the anterior 
part of the pituitary gland in pregnancy and its disorders, the changes in 
the ovaries of immature rabbits have been used as the reactive agent. The 
morning specimen of urine is obtained and an equal quantity of ether is 
added, which after mixing for 20 minutes is decanted; thus folliculin and 
toxic substances, which may be present, are removed. The urine is then 
injected into the marginal vein in the rabbit’s ear. The ovaries are examined 
40 hours later. The least amount of urine which will be necessary to produce 
haemorrhagic follicles in the ovaries of rabbits, between 1,400 and 1,600 
grammes in weight, is used as a guide to the concentration of the anterior 
pituitary secretion. In normal pregnancy the following results were 
obtained: The highest concentration was found at the beginning and the 
end of pregnancy when the urine contained as much’ as 4,000 units per litre, 
ic. as little as a quarter of a cubic centimetre produced a positive result. 
Between the fifth and seventh months and three weeks after delivery the 
urine contained only between 100 and 500 units per litre. 


In four cases of hyperemesis gravidarum the concentration was greatly 
increased, ranging between 8,000 and 25,000 rabbit-units. Attention is 


drawn, however, to the fact that in these cases the urine is usually concen- 


trated, In one case a hydatidiform mole was found and this, later, took on 
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a malignant change. By means of the change in the concentration of the 
prolan in the urine, the evolution of the pathological process could be 
followed. The test did not reveal any greater concentration under these 
conditions than in normal pregnancy. Prolan, but not folliculin, was found 
in the fluid of the vesicles of the hydatidiform mole. 


INVERSION OF THE UTERUS OF 20 YEARS’ DURATION, COMPLICATED BY 
CARCINOMA OF THE BoDy OF THE UTERUS AND PYOSALPINX. 
Schockhaert describes the case of a woman, aged 43, who had had three 

children. The youngest was aged 20. The last confinement was compli- 

cated by severe post-partum haemorrhage. Subsequently menstruation was 
accompanied by severe pain and increased loss. She came to the hospital 
complaining of prolapse and, on examination, a tumour was seen presenting 
at the vulva. The first appearance suggested prolapse of the uterus with 
ulceration of the cervix. Further examination revealed the true state of 
affairs. The uterus and appendages were removed by laparotomy. 

A. J. Wrigley. 


Archiv d’Electricite Medicale et du Cancer. 


July, 1933. 
*The results of the radiotherapeutic treatment of carcinoma of the cervix. 
F. Delporte, J. Cahen, and F. Sluys (Brussels). 


THE RESULTS OF THE RADIOTHERAPEUTIC TREATMENT OF CARCINOMA OF THE 

CERVIX. 

The authors have included in their statistics all cases of cancer of the 
cervix, as well as all those of post-operative recurrence, so that the global 
figure should give a true idea of the results in all cases submitted to radium 
treatment. The cases were classified into three groups, ‘* operable,” 
‘ inoperable,’’ and ‘‘ very advanced,’’ and it was thought inexpedient to 
attempt to reclassify them according to the scheme advised by the Com 
mittee appointed by the League of Nations. The operability rate in patients 
applying for treatment was 27 per cent, a figure higher than obtains in most 
countries. Unfortunately the figure has not risen in recent years and it 
would appear that propaganda on this subject has met with but little success 
Every single case treated is accounted for in the statistics, and only five 
cases have remained untraced. Those patients who died from intercurrent 
disease, old age, or remained untraced are reported as having died trom 
cancer. 

The treatment used was simple and carried out in two stages, vaginal 
and intra-uterine, a few days’ interval being allowed between the two stages 
to clean the cervix by frequent irrigations. The application usually lasted 
for 10 to 12 days, representing a total dose of 50 to 60 m.c.d., given in three 
tubes containing 10 mmg. R.E. with a filtration screen of gold covered with 
platinum (2 mm. 5 d’or platiné), the daily dose being 5.4 m.c.d. In certain 
of the inoperable and very advanced cases an intra-abdominal application ot, 
25 to 45 m.c.d. was made which lasted from five to eight days, and this 
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treatment is now carried out about two months after the vaginal treatment. 
The results obtained are as follows, the cure lasting for five years or longer: 
Operable cases: 42 per cent ( 66 cases). 
Inoperable cases: 29 per cent (131 cases). 
Very advanced cases: 6 per cent ( 75 cases). 
Post-operative recurrence : 14 per cent ( 55 cases). 
All cases: 21 per cent (327 cases). 

The figures for those cases which received the intra-abdominal applica- 
tion of radium are still more encouraging for, of these inoperable or very 
advanced cases, no fewer than 37 per cent, out of 51 cases, are alive after 
five years. Most of the deaths occurred in the year following the treatment 
and the numbers cured remained constant during the fourth, fifth, and sixth 
years subsequent to the application of the radium. Late recurrences were 
very rare. The authors are convinced that ,the results of treatment by 
radium are better than those obtained by surgery and that they would be 
much more satisfactory if only the patients would attend at an earlier stage 
of the disease. This, in their opinion, can only happen if biopsy be resorted 
to with greater frequency. 


G. W. Theobald. 


Folia Gynaecologica, Genoa. 


April, 1932. 
*The pyramidon test for the diagnosis of intraperitoneal haemorrhage. 
Batori. 


*Placenta accreta partialis. Giavotto. 


*The result of ligaturing the hypogastric artery in extensive total hysterec- 
tomy. Massazza. 


“The glycaemic curve of adrenalin and of insulin in castrated animals. 
Contardo. 


THE PyRAMIDON TEST FOR THE DIAGNOSIS OF INTRAPERITONEAL HAEMOR- 

RHAGE. 

Batori describes the technique and colour reaction of a pyramidon test, 
first advocated by Thévense and Rollam in 1918, to detect the least quantity 
of haematin in blood-serum. He then discusses the views of various authors 
as to the value of the test in intraperitoneal haemorrhage, particularly as 
a means of diagnosing extra-uterine pregnancy. Antoschina, Klein, and 
Tvanoff regard it of positive value in 100 per cent of cases of tubal abortion. 
Other investigators, including Coggi, pronounce the test neither constant 
nor specific. 

Finally Batori describes tests he has carried out on 117 patients, nine 
of whom suffered from ruptured ectopic gestation. He gives an account 
of the clinical history of the latter, regarding the others as controls. His 
conclusions are that in cases of abundant and recent intraperitoneal haemor- 
rhage, the reaction is intensely positive, not so intensely positive when the 
effusion is small and of longer duration. He notes that in one case, in which 
clinical symptoms favoured a diagnosis of tubal pregnancy, a negative 
pyramidon test was confirmed by operative findings. He does not con- 
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sider the test of specific value in the diagnosis of tubal abortion, but a 
valuable help in revealing intraperitoneal haemorrhage 


PLACENTA ACCRETA PARTIALS. 

Giavotto desdribes a case of placental attachment, due to imperfect 
development of the spongy and compact layers of the decidua, in which 
removal by Crédé’s grasp or by the hand might have led to dangerous 
haemorrhage. He tinds that this type of placental implantation usually 
occurs in the second half of pregnancy, generally in multiparae, and is 
frequently associated with other pathological symptoms. 

His patient, who was aged 33 and the mother of six children, had given 
birth spontaneously to a live child, but the placenta remained adherent. 
A small part was detached by hand and then it became impossible to 
proceed along the initial plane of separation as the patient became weak 
and haemorrhage seemed imminent, he was obliged to perform subtotal 
hysterectomy. The post-operative course was excellent. 

Giavotto gives numerous macroscopic and microscopic photographs 
to show various anatomical and histological changes in the placenta and 
the uterine mucosa. The chief characteristics are diffuse implantation of 
the placenta, extreme thinness of the uterine wall corresponding to the 
placental site, and altered relations of development and adhesion in the 
cenorionic and deciduvl membranes. 


LIGATGURE OF THE HypoGastTRic ARTERY IN EXTENSIVE ToraL HyYSTERE > 

TOMY. 

Massazza refers to Faure’s advocacy of ligature of the hypogastric artery 
in cases of neoplastic infiltration involving the parametrium and the region 
of the uterine artery. In his own experience, he finds it the most convenient 
procedure for contemporaneous exploration and removal of the iliac glands 
and lymphatics. But he reports a case operated on for cervical carcinoma 
in which bilateral ligature of the hypogastric arteries was followed, four 
months later, by urinary retention. Radiographic examination showed dis- 
tension of the bladder, slight distension of the renal pelvis, and marked 
segmental dilatations of the uretus especially on the right. After two months 
of treatment in hospital the local conditions remained unchanged, although 
there was considerable functional benefit. 

He attributes the changes in the bladder and ureters to ischemia follow- 
ing ligature of the internal iliac arteries. 


THE GLYCAEMIC CURVE OF ADRENALIN AND OF INSULIN IN CASTRATED 
ANIMALS. 

Contardo describes and illustrates by curves changes in the sugar meta- 
bolism in odphorectomized rabbits after injections of adrenalin and of in- 
sulin. In both cases, the action of the drug was accentuated as compared 
with its effect in normal animals. He therefore concludes that the ovary 
acts as a brake to glycaemic oscillations. 


When one hormone is stimulated, he considers it advisable to compare 
its action relatively to the other hormones. His experiments show that the 
actions of adrenalin and insulin are modied by the synchonous action of 
ovarian hormones. 


J. H. Filshill. 
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Band 152; Hett:1- 

Polarization-optical studies of human vaginal epithelium. K.- Dierks and 
C. Minster. 

*The causal connexion between ovulation and menstruation. L. L. 
Okintschitz. 

The effect of implantation of the hypophysis on the genital apparatus of 
infantile animals under the influence of ovarian function and pregnancy 
and also after castration. F. Siegert. 

Pathological alterations in septic illnesses following labour and abortion, 
with special reference to the execretory system. E. Kwater and S. 
Rafalkes. 

*Histological researches concerning the action of prolan, prahormon and 
anterior-hypophysis extracts on the thyroid. H. O. Kleine. 

“Experimental demonstration of luteohormone (the specific hormone of the 
corpus luteum) in human tissues and fluids. C. Clauberg, H. W. Thiel 
and R. Ziecker. 

The influence of thallium on metabolism. M. Kojima-Kioto. 

The behaviour of the potassium-calcium quotient in the musculature and 
liver during pregnancy, and its connexion with hypertrophic processes in 
pregnancy. H. Yoshiura. 

The behaviour of the pulse in pregnancy and the puerperium. M. Gewiirz. 

The arsenic content of the blood in woman. The effects of the menstrual 
cycle, gestation and carcinoma. H. Guthmann and H. Grass. 

*A conclusive proof of hydraulic pressure, the X-ray course of delivery of 
the macerated foetus. G. Danelius. 

*Further researches concerning bacteraemia during normal labour and the 
alfebrile puerperium. E. Kulka. 

Cystotokography, a method for registration of the effect of myometrial con- 
tractions on the outlet of the uterus. K. Podleschka. 


Band 152. Heft 2. 
*Radiology in obstetrics. F. A. Wahl. 


*Clinical observations and an investigation by a questionnaire concerning the 
sequelae of abortion induced on social grounds. M. Karlin. 

The behaviour of weight in relation to fluid intake during the first 10 days 
of life. C. Kaufmann and L. Bickel. 

*The causation and treatment of hernia of the umbilical cord. B. Bergglas. 

*Vestibulo-urethral affections causing cystalgia. G. Albano. 


*The coccyx as an obstruction to labour. H. Puppel. 

The radical operation tor carcinoma of the vulva. A. Mandelstamm. 

*The development of endometriosis locally. K. Heim. 

A chorion-epithelioma with pregnancy hypophysis. E. Mathius. 

*The significance of the Aschheim-Zondek reaction in determining treatment 
after hydatidiform mole. W. Rosenstein. 

*Death during narcosis and spinal anaesthesia during gynaecological opera 
tions: a report of 108 autopsies from the Haberlas Universitats-Institut 
fiir Gerichtliche Medizin, Vienna. H. Katz. 

The genesis of small cystic degeneration of the ovaries. KE. J. Kraus. 
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Do_ ultra-violet radiations cause appreciable variations of the blood 
cholesterin in patients suffering from malignant disease? H. Schwalm. 

Concerning ligature and the method of suture of veins injured during 
urological and gynaecological abdominal operations. M. G. Sserdjukoff. 

The early diagnosis of carcinoma of the cervix. J. C. Herrera. 

Cystic breasts and axillary organ (researches concerning apocrine axillary 
sweat glands in the climacterium. W. Buschke. 


Band 152. Heft 3. 
External measurement of uterine contractions according to Crodel and a 
comparison with the number of pains. E. Frey and D. Wenner. 
What is the cause of the onset of labour? O. L. E. de Raadt. 
*Latent injury to hepatic function and to the reticulo-endothelial system 
after eclampsia. F.G. Dietel and A. Polak. 
Demonstration of iodine in organic combination in the blood and its signifi- 
cance in normal and toxic pregnancy. H. Eufinger and W. Schulte. 
*Relations between ovarian function and calcium 
influence of the oestrous hormone). O. Bokelmann. 

*Differences in acidity of the vaginal and cervical secretions. A. Bock and 
L. Wolf. 

Myelitis and lesions of the spinal cord in connexion with pregnancy and 
labour. W. Spitzer. 

Reciprocal relations between the ovaries and the anterior lobe of the pituit- 
ary. A. v. Schulcz. 


metabolism. (The 


Vv. 


Experimental researches concerning artificial early sexual maturity. A. 
Schulcz. , 


Biological alterations and characters of the involution of the puerperal 


organism during puerperal gymnastics. NX. Bronnikowa, B. Azletzky, A. 
Weleshewa, Z. Kowtun, A. Ssulimowa, and F. Chanina. 

The glycogen and fat content of the liver in the gravid white rat (with a 
note concerning carvohvdrate metabolism during pregnancy).  O. 
Bokelmann and W. Scheringer. 

The behaviour of the urinary quotients during pregnancy and labour. M. 
Kojima. 

Pathology and clinical features of adenomyosis. H. O. Neumann. 

The formal genesis of congenital deficiencies of the vagina and uterus. 
E. Vilas. 

The influence of N-radiation on the blood-gases and = alkali-reserve in 
carcinomatous patients. A. Gremme. 

Researches concerning the contents of parovarian cysts. D. Klaas and M. 
Becker. 


THE CAusAL CONNEXION BETWEEN OVULATION AND MENSTRUATION, 
Okintschitz recalls that in 1910 he suggested, and in 1914 demonstrated, 
that the follicular apparatus was the site of origin of hormones acting on 
the uterus. He believes that many of the difficulties connected with our 
knowledge of the relations between the ovaries and uterus come from 
neglect, in comparing the oestrous cycle of animals with the menstrual cycle 
in woman, to remember that the actual oestrus of the former corresponds 
not to menstruation but to the premenstrual period, and metoestrus corres 
ponds with menstrual bleeding. In some German, English, and American 
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textbooks the statement is still given that menstruation is regulated by 
corpus luteum hormones, but Okintschitz still maintains that the function 
of that organ is that of detoxication during the early months of pregnancy. 
Zondek and Aschheim, and also Biedl have proved the hormonic activity 
of the follicular fluid and wall; and the work which may be taken as point- 
ing to detoxication by the corpus luteum is here summarized. The well- 
known observation that ablation of a young corpus luteum is followed by 
menstrual bleeding is explicable, according to Okintschitz, by the coinci- 
dent removal of the granulosa-cells of the follicular membrane. 


HisToLoGicaL RESEARCHES CONCERNING THE ACTION OF  PROLAN, 
PRAHORMON AND ANTERIOR-HYPOPHYSIS EXTRACTS ON THE THYROID. 
Certain extracts of anterior pituitary lobe, as is known, activate the 

thyroid gland in rats and guinea-pigs. Prahormon (promonta), the sexual 

hormone of the anterior pituitary extracted from the urine during preg- 
nancy, exercises a similar effect if methyl alcohol precipitation has been 
used, but prolan (Bayer) does not possess such a property. 


EXPERIMENTAL DEMONSTRATION OF LUTEOHORMONE (THE SPECIFIC HORMONE 

OF THE Corpus LUTEUM) IN HUMAN TISSUES AND FLUIDs. 

In demonstration of luteohormone Knaus’s_ pharmacological — test 
(diminution of myometrial sensibility to posterior pituitary extract) is 
unreliable. The writers recommend as a test the production of decidual 
transformation in the rabbit’s uterus which has previously been prepared 
by cight injections into the infantile animal of 10 mouse-units of pure 
follicular hormone. No luteohormone was found in the urine during preg- 
nancy, in the human placenta, the fluid contents of corpus luteum cysts, 
the substance of a granulosa-cell tumour, or the decidua of a one or two 
months’ pregnancy. An extract of 30 grammes of corpora lutea contained 
no demonstrable lutcohormone, but it could be found in 55 grammes of 
extract. The hormone appeared absent even from such large amounts as 
335 c. cm. of blood or eight litres of urine. In explanation it is suggested 
that luteohormone, which in contrast with folliculin is very unstable, may 
be excreted in the form of broken-down products, and may itself be 
derived from follicular hormone. One rabbit-unit of luteohormone could 


be demonstrated in extracts of 35 grammes of fresh corpora lutea from 
SOWS. 


A ConecL_ustvE PRooF OF HYDRAULIC PRESSURE, THE X-RAy CourRSE 

OF DELIVERY OF THE MACERATED FOETUS. 

Danelius, after an allusion to the old controversy concerning the mode 
of action of the uterine contractions—whether by pressure of the fundus 
on the foetal axis, or by hydraulic pressure in Sellheim’s sense— 
points out that an X-ray study of the delivery of the vertex of the 
macerated foetus is particularly relevant in the decision. The soft skull, 
according to the first theory, should be indented at its base in correspond- 
ence with the downward pressure of the foetal vertebral column: accord- 
ing to the second theory it should retain its ellipsoid shape but show a 
widening at the lower pole--an hour-glass skull. Radiograms, taken in the 
lateral position, of the delivery of the macerated foetus by a vertex pre- 
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sentation through a pelvis, the true conjugate diameter of which 
measured 9.8 cm, are reproduced. The evidence found points to the 
correctness of the hydraulic pressure theory. 


FURTHER RESEARCHES CONCERNING BACTERAEMIA DURING NORMAL LABOUR 

AND THE AFEBRILE PUERPERIUM. 

The idea that the puerperal uterus is normally sterile has been aban- 
doned, but the time of its invasion by bacteria is still disputed, chiefly 
because of technical difficulties in avoiding contamination as the swab is 
taken from the uterus. It is generally said that on the second, third, and 
fourth days post-partum the uterus contains bacteria in 25, 75, and 100 
per cent of cases respectively (Loeser). Among the organisms found are 
haemolytic streptococci, culturally and tinctorially indistinguishable from 
virulent organisms from puerperal patients. Kulka, in 1928, found bacteria 
(streptococci haemolytici, staphylococci, and, most frequently, bacilli coli) 
in the blood of 18 per cent of afebrile parturients and puerperal patients. 
Other observers have had similar results, some not published but here 
specified. Kobak found bacteria in biood from the umbilical cord in 10 
per cent of afebrile labours. In a further investigation Kulka has found 
that of 62 cases (six showed slight pyrexia), 31 had bacteria in the maternal 
blood and 27 in the foetal blood immediately or shortly after delivery; 
blood cultures on the third day post-partum were sterile. Kulka points 
out that the controversy regarding the time of invasion of the puerperal 
uterus by bacteria has lost its importance since bacteraemia at the time 
of delivery has been proved. It follows that the leucocytic barrier in the 
uterine wall is of less fundamental protective importance than has been 


thought; the protective mechanism is set to work intra-partum, and may 
be correlated with (1) a pronounced leucocytosis and shifting to the left 
of the differential count; and (2) an increased bactericidal blood activity 
(Geller); both of which follow immediately on labour. 


RADIOLOGY IN OBSTETRICS. 

The author surveys the present day uses of X-rays in connexion with 
obstetrics. Radiology of the uterus during advanced pregnancy and labour 
confirms the view that the foetus enjoys comparative freedom of move- 
ment, and during labour Warnekros has seen transformation from podalic 
to cephalic presentation; Wahl has noted a transverse lie with prolapse of 
the arm change to a breech presentation. Diagnosis of foetal malforma 
tions demands circumspection; hydrocephalus cannot be surely recognized 
except by stereographic or stereoscopic methods, or by the use of non 
divergent rays at a focal distance of six metres. The apparent absence of 
an extremity is inconclusive, and the appearances of an epiphyseal injury 
should be interpreted with reserve. Anencephaly is diagnosed with ease. 
Intra-uterine death is recognized by the following signs, singly or com- 
bined: crookedness or angulation of the spine, marked lordosis of the 
lower end of the spine, flattening of the cranial vault, over-riding of the 
cranial bones, marked and increasing asymmetry, ill-defined skeletal 
shadows, and lack of correspondence between foetal size and gestatation 
time. Foetal death cannot always be diagnosed by N-rays within a few 
days, as suggested by Browne and by Matthews. The radiological 
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diagnosis of early pregnancy is difficult, may be dangerous to the mother, 
and is especially dangerous to the foetus; it is inferior to the Zondek- 
Aschheim test. Wahl speaks with reserve concerning the value of X-ray 
examination of the centres of ossification in determining foetal maturity 
and post-maturity, and remarks that a diognosis of “‘ full-time, but not 
past full-time ’’ is impossible. In the determination of the form of the 
pelvis the Martius method, with parallelism between the plate and the 
pevlic inlet, gives a good picture of the shape of the brim and outlet; 
the Guthmann method, in which the plate is parallel to the true conjugate, 
is particularly valuable in portraying the sacral promontory. Stereoscopic 
plates come near to rendering measurement unnecessary, and permit com- 
parison of the size of the foetal head and pelvis. Not all workers, how- 
ever, are endowed with the faculty of stereoscopic vision, and it cannot 
be cultivated. In pelvimetry the Martius technique gives a good general 
view, an exact measurement of the inlet and rough reckonings of 
the diameters, but neglects the sacrum and coccyx. The Guthmann lateral 
method portrays the sacrum, coccyx, and symphysis, and gives an exact 
measurement of the long diameters, but neglects the inlet. Stereometric 
measurements can be done in the saggital, frontal, and axial planes, but 
probably much more is yet to be learned in this connexion. The various 
methods have different objects and a rigid comparison of their merits is 
pointless; often two need to be used successively. Many symphyses, it 
must be remembered, possess a thickening, radiologically invisible, of the 
cartilage measuring up to 1.5 cm. The technique of radiological measure- 
ment of the foetal head is in its infancy. Radiological injury to the 
maternal skin is not to be feared; injury to the foetus is to be avoided by 
using the Zondek-Aschheim test rather than X-rays during the early 
months of pregnancy. 


CLINICAL OBSERVATIONS AND AN INVESTIGATION BY A QUESTIONNAIRE 

CONCERNING THE SEQUELAF OF ABORTION INDUCED ON SOCIAL GROUNDS. 

A statistical survey of 4,614 abortions done in Russian institutions, on 
social grounds, during six months showed 4.3 per cent of cases of severe 
bleeding, one per cent of re-curettings, and six per cent of post-abortum 
pyrexia. Primigravidae formed 14 per cent, and 10 per cent had had 
previous abortions but no children; over half of these patients were not 
older than 25 years. Among the motives given were economic need in 
41 per cent, the existence of a small or sick child in 17 per cent, bad 
health in 12 per cent, bad housing conditions in two per cent, and impos- 
sibility of study in 3.4 per cent. In Leningrad abortions are stated to 


have increased from about 7,000 in 1924 to about 74,000 annually from 
1929 to 1931. 


THE CAUSATION AND TREATMENT OF HERNIA OF THE UMBILICAL Corp, 

An account is given of the successful repair by operation one hour after 
birth of a large hernia containing liver and gut. The hernia is ascribed to 
defective development of the supra-umbilical part of the abdominal wall 
and a disproportionate growth of the belly and its contents. In operative 
cure the suggestion is made that (as in a case here described, performed in an 
adult) plastic repair should be effected by the use of the pectoralis major 
muscle. 


904 





REVIEW OF CURRENT LITERATURE 


VESTIBULO-URETHRAL AFFECTIONS CAUSING CYSTALGIA. 

Albano describes a symptom complex of cystalgia associated with 
vestibulo-urethral lesions which he has encountered chiefly in old women 
and those well beyond the menopause. In the absence of vesical lesions, 
apart from those which are slight and secondary, the patients complain of 
pain and frequency of micturition, as a rule chiefly diurnal; pain usually 
follows the voiding of the urine. There is no tendency to spontaneous 
disappearance of the symptoms, and neurasthenic crises are common in 
long-standing cases. Pyuria is absent or only demonstrable microscopic- 
ally. . The pathological anatomy is variable, consisting of congenital or 
acquired urethral malformations, inflammation, or most commonly benign 
polypoid or papillomatous tumours, affecting the vestibule near the 
meatus or the course of the urethra. The lesions may evade detection 
unless the urethroscope is used. Microscopically the investment of the 
tumours is a squamous or cylindrical epithelium and in some cases an 
adenomatous structure is found. The prognosis is good, and the chief 
factor in treatment is removal of the lesion, preferably by the diathermic 


knife. Urethral caruncle is not mentioned in the discussion of the 
diagnosis. 


THE Coccyx AS AN OBSTRUCTION TO LABOUR. 

In Puppel’s first case the pelvic measurements were normal but birth 
was obstructed by the ankylosed forward projecting coccyx; forceps 
application was fruitless but a living child was delivered after resection of 
the coccyx through a posterior longitudinal incision. In the second case 
a living child, with the vertex lying transversely, was delivered after 
removal of the coccyx in a woman, aged 29, with two children, with some 
pelvic flattening. Twenty other cases from the literature are summarized, 
with protracted labour, vertex presentation (for the most part deflexed); 
the diagnosis of a projecting and obstructing coccyx was made during 
labour. The earlier method of treatment was to press the coccyx back 
from inside the rectum or vagina, or to fracture it by the applied forceps. 
Such methods involve the risk of severe contusions, of inducing coccydynia, 
and of injury to the foetus. The best treatment is operative resection of 
the coccyx. 


THE DEVELOPMENT OF ENDOMETRIOSIS LOCALLY. 

On clinical and microscopical grounds, after a description of his own 
cases and many more from the recent literature, Heim concludes that 
adenomyosis and adenofibrosis externa appearing locally arise from 
mesenchymal or mesothelial elements. Sampson’s theory is adversely 
criticized and the basis of the serous-epithelial theory of origin of endo- 
metriosis is broadened in the sense that cell elements in the mesothelium, 
germinal epithelium and endothelium, specially endowed with faculties for 
development, and also cell elements in the mesenchyme near the cloacal 
sector of the early embryonic coelom, may undergo, in response to sexual 
hormonic factors, ‘‘an untimely differentiation in the direction of the 
products of Millerian epithehium.”’ The part played by inflammation 
and granulation tissue is still obscure. The arguments are largely based 


on numerous modern case-reports of endometriosis in laparotomy scars, 
hernia scars, the navel, the vagina, and the perinaeum. 
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THE SIGNIFICANCE OF THE ASCHHEIM-ZONDEK REACTION IN DETERMINING 
TREATMENT AFTER HYDATIDIFORM MOLE. 

The diagnostic importance of the presence of the Aschheim-Zondek 
reaction in the urine in cases of hydatidiform mole and chorion-epithelioma 
is well known, and the significance of its persistence after expulsion or 
removal of the mole is generally recognized , although the normal period 
is very variously estimated, e.g. one to four weeks, one or two weeks; 
three months is given by Aschheim as the limit. In a case of chorion- 
epithelioma following hydatidiform mole, here described in detail, Rosen- 
stein found on a single occasion, 36 days after the first curetting, a negative 
Aschheim-Zondek test. Two months later it was positive and generalized 
chorion-epithelioma followed. A temporarily negative phase of the Aschheim- 
Zondek test in a case of hydatidiform mole going on to chorion- 
epithelioma has not been previously recorded, Rosenstein states, except by 
Browne (Proc. Roy. Soc. Med., xxiv, 1628). 

DEATH DuRING NARCOSIS AND SPINAL ANAESTHESIA DURING GYNAECOLOGICAL 
OPERATIONS: A REPORT OF 108 AUTOPSIES FROM THE HABERLAS 
UNIVERSITATS-INSTIITUT FUR GERICHTLICHE MEDIZIN, VIENNA. 

In 50 pages 108 autopsy-protocols from 1910 to 1931 are summarized 
and the findings critically analysed. Autopsies are compulsory after 
death during anaesthesia, and of 430 done in 22 years 226 were in adult 
women, the operation being a gynaecological one in 108 cases. Of these the 
anaesthetic was by inhalation in 84, lumbar anaesthesia in 21, and sacral 
anaesthesia in three. Eight patients died on the table before the operation 
had begun, and of the remaining 100 operations no fewer than 97 were by 
the abdominal route. Of the 84 fatalities in inhalation narcosis 19 could 
be ascribed to thrombus, embolus, or haemorrhage; in 53 of the .remaining 
65 the death appeared to be due less to the toxic effect of the anaesthetic 
than to severe visceral disease, especially in the cardio-vascular system. 
Chloroform alone was not used, but over half had ether-chloroform 
mixtures. The general lessons which are drawn are that in some cases the 
choice of mode of anaesthesia has been made without sufficient study of 
the patient’s general organic condition; that more general use of the vaginal 
route is desirable, and that the use of chloroform is undesirable and should 
be replaced, when full muscular relaxation is specially required, by the 
anaesthesia most likely to secure it, viz., spinal anaesthesia. Spinal 
anaesthesia is the mode of choice in Wertheim’s operation, difficult total 
hysterectomy, and in patients with morbid conditions of the heart and 
lungs. 


LATENT INJURY TO THE HEPATIC FUNCTION AND TO THE’ RETICULO- 
ENDOTHELIAL SYSTEM AFTER ECLAMPSIA. 
The functions of the liver and the reticulo-endothelial system were 
tested by the laevulose tolerance test, the test of elimination of intra- 
venously injected bilirubin, and the Congo-red storage test in 29 women 


who had suffered from eclampsia from six months to nine years previously. 
it is concluded that the effects of eclampsia on the liver are much more 
important than those on the kidneys. The efficiency of the liver is pro- 
bably restored after five years, but signs of injury to the reticulo- 
endothelial system persist considerably longer. Almost all the patients 
reported lassitude, backache or palpitation; and 13 out of 51 of these 
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former eclamptics subsequently had operations on the gall bladder, 
jaundice or cholecystitis. Similar observations, so far as function-tests go, 
have been made by Stroebe (Klin. Worchenschr., 1932, No. 12, 495). Dietel 
and Polak ask whether, in the light of their findings, injections of insulin, 
possibly combined with the administration of glucose, do not deserve 
further trial in the treatment of the acute stages of eclampsia. 


THE RELATIONS BETWEEN. OVARIAN FUNCTION AND CALCIUM METABOLISM 

(THE INFLUENCE OF THE OESTRUS HORMONE). 

In osteomalacia there are decalcification of the organism, defective 
calcium assimilation, increase of the blood-calcium, increased calcium 
excretion by the bowel and relative diminution of calcium excretion by the 
kidneys. After castration calcium balance is restored and blood-calcium 
becomes normal, in osteomalacia. Apart from this disease the effects of 
castration and alterations in ovarian activity on the blood-calcium are not 
certainly known. In previous observations Bokelmann, with Bock, has 
shown that the ash of gravid mice is poorer in calcium than that of the non- 
gravid. He now reports that injections of the oestrus hormone (folliculin) 
in white mice have a decalcifying effect as shown by diminished calcium- 
content in proportion to body-weight or weight of ash. At the same time 
the hormone injections do not influence the total mineral ash. 


DIFFERENCES IN ACIDITY OF THE VAGINAL AND CERVICAL SECRETIONS. 

Normally the pH value of the vaginal secretion is found to lie between 
pH 4.4 and pH 5.6, independently of age, the menstrual cycle and 
pregnancy. Higher pH values, up to 6.8, are found in cases of ‘‘ fluor ’’; 
similar diminutions of acidity are found in acute gonorrhoea. They are 
roughly proportional to the abundance of the pathogenic bacteria which are 
present. The pH figure diminishes as cure is obtained. In the alkaline 
secretions of the cervix pH values of 8 or 9 are found. 


PATHOLOGY AND CLINICAL FEATURES OF ADENOMYSIS. 

This paper is a complete summary, from the viewpoint of morbid 
anatomy, of historical conceptions and present-day knowledge of adenomysis 
and endometrioma; it occupies seventy-five pages and was communicated to 
an obstetrical and gynaecological society in Wiesbaden in July, 1932. It 
includes an analysis of 57 personal cases of adenomyosis interna, 14 of 
salpingitis isthmica nodosa, four of adenomyosis tubae interna (endomet- 
rioides), and 33 of endometrioma ovarii. Among Neumann’s conclusions 
are the following: in internal uterine adenomyosis the stroma is primarily 
responsible for ingrowths in the muscular layer from the basalis of the 
endometrium: cyclical or pregnancy reaction in this type is rare. There 
is not evidence that salpingitis isthmica nodosa occurs in the absence of 
inflammation, so that the old name should be retained. Adenomyosis tubae 
interna is divisible into—(1) salpingitis isthmica nodosa (adenomyosis tubae 


nodosa); and (2) adenomyosis tubae interna (endometrioides). Criticizing 
the theories which are held concerning the cause of adenomyosis and 
endometrioma Neumann remarks that the histogenetic problem is at present 
unsolved: the endometrial origin of adenomyosis uteri interna is the only 
clearly established fact. It is wrong to set one theory against another: 
there is no single mode of genesis. 


W. E. Crowther. 
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Zentralblatt fiir Gynakolgie. 


No. 7, February 18, 1933. 

*Conception after intra-uterine radium treatment of metropathia haemorr- 
hagica. Fr. Siegert. 

Hormonal softening and widening of the symphysis in the non-pregnant 
guinea-pig. R. Mohle. 

The frequency and obstetric significance of rupture of genital varices. W. 
Spitzer. 

The technique of transverse cervical incision in Caesarian section. L. 
Kraul. 

A new method of extraction of the head in manual delivery. W. 
Karnicki 

Extra-amniotic pregnancy. F. Kovacs. 

*Icterus gravis nconatorum and hydrops congenitus. Stork. 

Therapeutic abscess in radium and surgical treatment of uterine cancer. 
F. d’Erchia. 

The technique of mammary plastic surgery. E. Schlesinger. 

Capillary analysis in gynaecological diagnosis. A. S. Egoroff. 


No. 8. February 25, 1933. 

A description of a renal blastoma removed by operation, with subsequent 
pregnancy: with a study of the present teaching on the hormonal active 
new growths. E. Mathias. 

An investigation into the effects of parathyroid extract on the genital 
function of the female rat. W. Neuweiler. 

Cyclical bleeding from a ventral fistula. W. Sigwart. 

“Further findings with investigations with rabbit’s serum. H. Hofmann. 

Total puerperal inversion of the uterus. A. Bock. 

The clinical course and pathogenesis of pernicious anaemia of pregnancy. 
B. Borgglas and F. Lasch. 

A new treatment for posterior parametritis. H. Harttung. 

Bilateral ligature of the hypogastric artery for carcinoma of the cervix. C. 
Jubas. 

A simple and certain insurance against retention of abdominal swabs 

during laparotomy. E. v. Konrad. 

Duochin as a gynaecological analgesic. M. Wachtel. 







No. 10, March 11, 1933. 

“The hysterotonograph. E. Frey. 

*A new apparatus for recording uterine contractions. S. Lowi. 

Lipoid in the human placenta. K. Klaus. 

A new contribution to the calcium therapy of adnexal inflammation. A. 
v. Fekete. 

The combined use of parathyroid extract and calcium in pathological 
uterine bleeding. G. Bakacs 

The treatment of suppression of the lochia. A. Frank. 

Abscess in the pouch of Douglas during pregnancy. K. Grunsfeld and H. 
Dering. 


Bacillus pneumoniae of Friedlander as the exciting cause of peritonitis of 
genital origin. H. E. Scheyer. 
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Ultraviolet irradiation of the circulating blood in septic infections. V. 
Frommor. 
Cases of erysipelas treated with auto-haemotherapy. L. Lajos. 
No. 11, March 18, 1933. 
Foetal electrocardiogram. H. Steffan and E. Strassmann. 
“The bringing down of the posterior arm in difficult shoulder delivery, with 
the delivery of a living child. M. Henkel. 
The method of extraction in cervical Caesarian section. E. Puppel. 
Interruption of pregnancy in a case of cold abscess due to spinal tuber- 
culosis. H. Heliendall. 
The conservative treatment of uterine perforation due to abortion. G. 
Bardenhewer. 
*The cause of the onset of labour. Svet. Sp. Barjaktarovic. 
The treatment of primary leucorrhoea in virgins. W. K. Frankel. 
A new pessary. R. Falk. 
No. 12, March 25, 1933. 
The treatment of puerperal pyaemia with prolonged intravenous infusion of 
glucose and alcohol. B. Zondek and K. Grunsfeld. 
Spontaneous recovery in the puerperium after 22 rigors. E. Scipiades. 
The aetiology of cctopic pregnancy. P. W. Siegel. 
Two rare cases of tubal pregnancy. M. Berger. 
The diagnosis of extra-uterine pregnancy, during the second half of 
pregnancy, by radiography. H. Nelle. 
The diagnosis and treatment of advanced extra-uterine pregnancy. A. 
Kuncz. 
Attempts at abortion and intra-uterine exploration in ectopic pregnancy. 
M. Magid and N. Pantschenke. 
Auto-immunization by mud packs. W. I. Scrawemysioff. 
Carrier forceps for the introduction of radium containers. E. Coester. 
No. 13, March 31, 1933. 
Erwin Liek’s cancer campaign. C. Menge. 
The influence of granulosa cell tumours upon the uterus. A. Lellbach. 
A case of disgerminoma ovaril. O. Wallis. 
The clinical course of disgerminoma ovarii. FE. Klaften. 
Prolonged recovery from primary carcinoma of the Fallopian tube. W. 
Haupt. 
The diagnosis of bilateral primary carcinoma of the Fallopian tubes. E. 
Coester. 
Adenocarcinoma of the uterus and Fallopian tube. B. Kriss. 
The early diagnosis of pregnancy by urinary examination in rabbits. K. 
Kovats. 
Blood examinations with the Krieles chamber in pyrexial patients.  B. 
Deak. 
The value of dijozol. E. v. Konrad. 
No. 14, April 8, 1933. 
Krukenberg’s tumour in pregnancy. O. Frankl. 
The question of ovalution in amenorrhoea. K. Heim. 
Thrombosis and fatal embolism in the Innsbruck Frauenklinik during the 
years: 1919 to 1929. S. Tapfer. 
Qo9g 
K 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


Exsiccation toxicosis of the new-born. N. Loures. 

Vaginal operative methods, even for high-lying adnexal tumours. K. 
Logothetopulos. 

Caesarean section performed for a rare indication. St. Sztchlo. 

Management of the nipples during the puerperium. R. Home. 

A new speculum for use during curettage of the uterus. U. Wolff. 

No. 15, April 15, 1933. 

“Unrestricted operative abortion. Rud. Th. v. Jaschke. 

*Myoma and pregnancy. H. Kustner. 

The clinical use of sodium evipan as an analgesic in spontaneous delivery. 
C. Holtermann. 


Obstructing tumours as a hindrance to delivery. A. Olsen. 

*“Thymophysin. J. Hofbauer. 

Amnion, liquor amnii and blood grouping. A. Stimpfl. 

Simplification of appendicectomy by a long transverse incision and simpli- 
fication of opening the peritoneum. K. Logothetopulos. 

Ventral fixation. N.C. Louros. 


Artificial vagina formation after Kirschner-Wagner. M. W. Alferpw. 


No. 17, April 29, 1933. 

The diagnosis of adenomyosis and adenomyoma of the uterus. J. Halban. 

“Which women should be sterilized by X-rays. P. Feldweg. 

*Examination of the uterus during the puerperium. H. Goeke. 

The relief of pain with intravenous sodium evipan. P. Caffier. 

The treatment of haemorrhage due to ovarian causes with the hormone 
of the corpus luteum. F. Knab. 

The guttadiaphot method in gynaecology. S. Horner. 

The problem of the fight against cancer. F. Meder. 

Simultaneous myoma, cancer of the uterus, and cancer of the breast. St. 
Szenich. 

No. 18, May 6, 1933. 

*Operation upon complicated vesico-vaginal fistulae with observations on 
the question of urinary continence. W. Latzko. 

Ureteric implantation after Coffey and Mayo in inoperable urethral 
carcinoma. R. Schweigl. 

Ileus of pregnancy and pvyelitis of pregnancy. L. Michaelis. 

Operative premature delivery and_ sterilization after Porro in calculus 
pyonephrosis. H. Hellendall. 

Pyonephrosis and _ sterility following appendicectomy in childhood. ©. 
Walter. 

Bilateral absence of the kidney in the new-born. H. P. Muller. 

*The mechanism of urinary control in retro-uterine haematocoele.  D. 
Maluschew. 


No. 19, May 13, 1933. 
Observations upon the appearance of anterior pituitary hormene in a case 
of foetal death and still living placenta. A. Westman. 
Endocrine diagnosis in gynaecology. M. Breitmann. 
*Congenitat abdominal fission and associated developmental «bnormalities. 
P. Coffier. 
Brenner’s tumour and endometriosis. E.G. Abrahams, 
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Rare indications for transperitoneal lower segment Caesarian section. M. 
Penkert. 

Modified hysterographic findings to determine the changes in the uterine 
mucous membrane. Hysteromucography. D. Raisz and E. Gajzago. 

A new rubber glove for obstetrical examinations. E. Zweifel. 


CONCEPTION AFTER INTRA-UTERINE RapDtuM THERAPY TOR METROPATHIA 

HAEMORRHAGICA, 

Siegert describes the case of a patient, aged 36, who was treated by 
the intra-uterine application of radium for uterine haemorrhage; she 
became pregnant within two years and died from pulmonary embolism 
alter a spontaneous septic abortion at the fourth month. 

In view of the danger of pregnancy occurring, and being unsatisfactory 
after treatment by small doses of radium, and the marked menopausal 
symptoms when larger doses are used, the writer no longer recommends 
radium treatment for uterine bleeding in patients under 40 years of age, 
but always urges operative interference with conservation of the ovaries in 
such cases. 


IcrERUS GRAvIS NEONATORUM AND Hyprops CONGENITUS. 

Stork reviews the findings in jaundice of the newly born which in the 
grave forms starts two or three days after birth, quickly becomes extreme, 
complicated by a high degree of anaemia, bilirubinuria, haemorrhagic 
diathesis, an enlarged spleen and an enlarged liver. The erythroblasts are 
greatly increased and in, some cases a leucocytosis has also been present. 
Such findings suggest a condition of severe toxic effects on the blood with 
great effort on the part of the red bone marrow to regenerate blood-ceils. 
Most writers look upon this condition as toxic, even when the mother has 
not shown very severe signs of toxaemia. 

v. Gierke considers that icterus gravis neonatorum is due to the same 
condition as hydrops congenitus in the stillborn foetus. He demonstrated 
bilirubin in the different organs and _ bile-stained fluid in the body cavities. 
Salomonsen has reported a case, in support of this contention, in which 
the same mother gave birth to a foetus with congenital hydrops between 
two children who developed severe jaundice. 

The writer further reports two cases in which the mother in each case 
first gave birth to a child who developed icterus gravis and then to a chiid 
with hydrops congenitus. The children were all male. The blood-picture 
was identical in cach foetus whether stillborn or dying shortly after birth. 
There was marked crythrocytosis. There was also a considerable numbet 
of megaloblasts. 

The relatively great enlargement of the spleen and liver would be looked 
upon as normal in an embryo, and Ylppo considers that it is a sign ot 
developmental arrest in the foetus, although this is not supported by 
Reuss, Kleinschmidt, McClure, and others. 

v. Gierke considers that the condition is the result of toxic abnor 
mality in the ovum. Prophylaxis has been attempted by a milk diet and 
the administration of alkalies by some, while others have had good 


results by feeding with liver. 
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FURTHER FINDINGS WITH INVESTIGATIONS WITH RABBITS’ SERUM. 

Hofmann reports a series of cases in which rabbits were used, instead of 
mice, for investigating Aschheim’s and Zondek’s reaction. He concludes: * 
(1) K.S.V. is the shortest hormonal pregnancy reaction at present known. 
(2) With K.S.V. it is possible to give a definite result in 24 to 26 hours 
after receipt of the specimen. (3) With accurate results in 70 consecutive 
cases he considers that this method in no way falls behind the original test. 
(4) As this K.S.V. is microscopic it can be carried out when a histological 
laboratory is not available. (5) The cost if the animals are used twice is 
not higher than with mice. (6) The K.S.V. is of special value when there 
is a suspicion of an extra-uterine pregnancy. In such a case the patient can 
be discharged after operation four days sooner than if mice had been used, 
and the cost of treatment is, therefore, curtailed. 

*K.S.V. is the abbreviation, used in German publications, ior 
‘‘ karinchen serum veeruch.’’ The English equivalent is ‘‘ serum experi- 
ments on the rabbit.’’ 


THE HYSTEROTONOGRAPH. 

Frey refers to the method Crodel employed to estimate the force of 
the uterine contractions. He was not able to foretell the probable duration 
of any given labour by means of Crodel’s apparatus. This led him to 
make an apparatus which would automatically record the muscular tone 
of the upper uterine segment. The hysterotonograph, as it is called, 
consists of a foot-piece which can be made to stand upright on the 
abdominal wall, covering the uterus. Through the footpiece extends a 
movable stem, the cross section of which is one centimetre. The rise and 
fall of this stem is recorded on a circular recorder by means of a laterally 
applied pointer. The stem is weighted with 200 grammes. By means of 
this apparatus the uterine tone can be determined. The author finds that 
the tone varies between three millimetres and nine millimetres; it rises to 
9.5 Or 10.5 millimetres at the end of the first stage of labour, and another 
one or two millimetres during the expulsive stage. 

In eclampsia and pre-eclampsia the resting tone is considerably raised; 
under chloroform anaesthesia it is lowered. 

The duration of a uterine: contraction remains remarkably constant, 
being 35 to 45 seconds. He has only very rarely observed contractions last- 
ing 50 to 55 seconds. 

By placing one apparatus on the corpus uteri and another on the 
isthmus uteri the writer considers that he can demonstrate the different 
behaviour of these two parts. He finds that althcugh both contract, their 
contractions are not synchronous and do not follow each other as a con- 
tinuous wave. He finds that when the tone is low during the period of 
rest, from 136 to 218 contractions are required to complete the first stage 
cf labour in primiparae; from 50 to 150 contractions are required in multi- 
parae. When the tone at rest is higher, fewer contractions are required. 

He considers that there is a field for investigation into the means of 
raising the resting tone of a uterus and by this means shortening the duration 
of labour. 


APPARATUS. 
Lowi refers to the work of Crodel in perfecting the apparatus for record- 
O12 
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ing uterine contractions. The writer’s apparatus consists essentially of 
two metal cylinders with circumference of 30 centimetres, the two cylinders 
having a common axis. The upper cylinder turns by a clockwork mechan- 
ism once in each hour. The lower cylinder, which weighs with the rest of 
the apparatus 680 grammes, has a pointer extending from its side to trace 
alterations in pressure due to uterine contractions on a paper on the upper 
cylinder. The apparatus is strapped on the patient’s abdomen over the 
upper uterine segment with the patient lying on her back. By its means 
the duration of uterine contractions and intervals can be recorded and the 
relative strength of contractions can be compared. 


BRINGING DOWN OF THE POSTERIOR ARM IN A CASE OF DIFFICULTY OF 

DELIVERY OF THE SHOULDERS WITH LIVE BIRTH. 

Henkel of Jena refers to the difficulty sometimes experienced in delivery 
of the shoulder after the extraction of the head with a very large child. 
He refers toe a case, reported by Déderlin in 1928, in which cleiddotomy was 
followed by failure to extract a child impacted by the shoulders; extrac- 
tion was easy after he had brought down both the arms. After his experi- 
ence of the ease of delivery of a decapitated trunk when the posterior arm 
was brought down in two cases, he decided to bring down the posterior arm 
in a case of impaction of the shoulders with a living child. He is struck 
by the comparative ease of this procedure and the rapidity with which 
delivery can be effected. 


THE CAUSE OF THE ONSET OF LABOUR. 

Barjaktarovic has undertaken an investigation into the possible exciting 
cause of the onset ‘of labour, 

Assuming that the cause is a hormone he supposed that it must be 
excreted in the urine during labour. He, therefore, carried out experiments 
to ascertain whether the urine of a woman in labour would cause the onset 
of labour in a pregnant woman and in animals. In women to avoid the 
possibility of infection the urine was injected per rectum; in animals it 
was injected through the abdominal wall. 

The women were chosen at 1I'%, 2, 3, 5, 6':, 7, 8, and g calendar 
months and the urine injected into the rectum by the drop method. Urine 
was chosen both from pregnant women and from women in labour to see 
whether the effect might be due to anterior pituitary hormone alone or in 
combination with placental hormone. Ten women were treated, four 
unsuccessfully and six successfully. The animals were treated in four 
series: (1) Urine from women in labour was injected through the abdominal 
wall into the peritoneal cavity. (2) Ovarian hormone alone was injected 
by the same method. (3) Anterior pituitary hormone alone was injected. 
(4) Urine from women in the first half of pregnancy was used. 

The writer found the human experiments satisfactory in cases in which 
the patient was near term, and unsatisfactory at the beginning of pregnancy. 
The labour which resulted was normal and, in four cases, the foetus was 
born alive and healthy. The volume of urine used was considerable, 
namely, as much as four litres. 

When the urine of women in labour was injected into animals labour 
always promptly followed; the young were born alive and well. Using 
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alterior pituitary or ovarian hormone alone did not cause the onset of 
labour that is to say these hormones when used alone have no exciting 
effect upon the uterine muscle. The writer, therefore, suggests that the 
exciting cause Of the onset of labour is situated in the uterus itself and 
probably lies in the placenta. In support of this he quotes an experiment 
of Kurdinowsky in which he excised the genital organs and waicned parturi- 
tion occur in the excised pregnant uterus. 


(RESTRICTED OPERATIVE ABORTION 
Vv. faschke excludes the consideration of medical indications for the 
tormination of pregnancy trom his paper on this subject. He considers that 
unrestricted abortion is entirely a political and not a medical matter. 
brom the medical point of view it is wrong to deny existence to an existing 
ovui except under seriously adverse conditions. As is generally known 
during the last decade there has been a general increase in the average age 
or the population ia Germany. The war, with its destruction of young 
idults and the lowered fertility of the remaining population, has led to 
thi During the years 1865 to 1870 the birth-rate was 39 per thousand; 
from 1872 to 1876 it rose to 41 or 42, falling during the war to 28.3 in 
tnd at the present time has reached the low figure of 16 per thousand. 

© towns the birth-rate is far below 16 per thousand. 

prevathng low birth-rate can be partly ascribed to the avoidance of 


pregnaney and partly to the shortage of possible mates of an age suitable 


to beget children Che proportion of old and. elderly people in Germany 


uclily ing. tu 1925 it was computed that there were 3.6 millions 


wer , ( more \t the present time this has risen to 
Burgdorter has computed that in 1960 there will 
jO vears over une and a half millions of people 
The choice of the figure of 65 years is made 
octal imsurance 

the age of the general population ts only tolerable tf 
rise in the young population competent to shoulder 
tlart iys, the population is not reinforced by main- 
te there will be too few to care for and feed the 

popalation of aged and invalid persons. 

PREGNANCY 

W series of cases Of pregnancy tn association with uterine 
i xpericnce he comes to the followig conclusions 
re uncommon and 1 { ( xpected When there are 
intramural myomata ‘le myoma of a size larger than a 
| | | be child by Caesarean 
When ich radical rse is) not 
eding o tl urd’ stage of labour 
idherent 
Valprescutations, en Obstructed 
remove tne rus must partly depend 
woman 
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THYMOPHYSIN. 

Hofbauer has compared the action of thymcphysin with that of pituitrin, 
and comes to the following conclusions. The supposition that thymophysin 
is more effective than pituitrin was not proved. The results obtained with 
thymophysin were entirely due to the contained pituitrin, and did not in 
any way differ from those obtained after the use of small doses of pituitrin. 
The effect of thymophysin is much less certain than that of pituitrin. The 
writer carried out all the experiments described by Temesvary in support of 
thymophysin, and did not find that his results coincided with those found 
by Temesvary. 

At the same time he observes that in the early days the doses of 
pituitrin given were too large. At the present time, apart from thymo- 
physin, much smaller doses of pituitrin are being used. He suggests that 
the effect of thymophysin is the same as that of dilute pituitary extract. 


THE CHOICE OF CASTRATION BY THE X-RAYS IN WOMEN. 

Feldweg writes in support of the treatment of uterine haemorrhage at 
the climacteric and when due to myomata by X-rays. He considers this a 
a valuable form of treatment, and replies to certain objections which have 
been advanced against its use. 

The climacteric changes produced in this way do not in any respect 
differ from those which occur spontaneously. The age of the patient 
does not appear to have any tmfluence upon the climacteric changes 
produced. The treatment is well borne by thin asthenic women and also 
by those suffering from hyperthyroidism. Strong patients, as well as those 
suffering from hypothyroidism, stand X-ray castration badly, and in these 
this form of treatment should only be undertaken with great reluctance. 

Neurasthenic, psychopathic and hysterical patients are not suited to this 
treatment. It is important to explain to the patient the results that may 
be expected to follow the use of the X-rays. 


INTRA-UTERINE EXAMINATION DURING THE PUERPERIUM 

Goeke reviews the indications for and the results of intra-uterine 
exploration in 89 cases. In 25 of the cases placental tissue was known to 
have been retained, in 50 the retention of placental tissue was expected, 
and in 14 the patients suffered from severe haemorrhage, which was con 
sidered to endanger recovery. Portions of placenta were removed in 31 
cases, membranes and clot were found in 34 cases, the uterus was empty 
in 23 cases, and a torn cervix was found in one case. 

Comparing normal with operative deliveries, in which uterine explora 
tion was undertaken, the writer found that 74.2 per cent had a normal 
puerperium after operative delivery compared with 84.5 per cent after 
normal delivery. There was a morbidity rate of 22.6 per cent for post 
operative cases against a rate of 15.5 per cent for normal cases Phere was 
one death in the operative cases, and not a death in the normal cases 
The writer considers that better results were obtained by such active 


interference in normal cases than when an expectant attitude was adopted 


OPERATION UPON A COMPLICATED VESICO-VAGINAL FISTULA 
Latzke describes the case of a primipara, aged 25, who was in labour tot 


four days. The child was delivered with the forceps and died 15 minutes 
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after delivery Before delivery foul-smelling liquor amnii escaped, and 
alter delivery the paticnt developed severe septicaemia with delirium, 
rigors, fever, and a weak pulse. Four days after delivery a urinary fistula 
appeared, and 20 days later she passed a cast of the uterus which appeared 
to comprise a gangrenous mass of almost the whole thickness of the uterine 
wall. After this the patient slowly recovered. The posterior wall of the 
bladder was absent; the ureteric Openings could be seen near the edges of 
the fistula, which were adherent to the pubic rami. 

fo deal with this condition he first made a suprapubic extraperitoneal 
incision to loosen the bladder from the back of the pubic arch; he then, 
from below, separated the adherent edges of the fistula from the bone, 
making the incisions widely out from the cdge to include a thick flap of 
vaginal wall on each side. Ele then brought down the uterus and inter- 
posed it between the edges of the fistula, where these could not be brought 
together; finally he sewed the lower flaps together and to the uterus to 
re-make a small bladdet A selt-retaining catheter was left in the newly 
formed bladdet 

Phe post-operative course was complicated by fever and leakage of urine 
on the tenth day. This leakage appeared to come from a gangrenous patch 
of paravesical tissue. On the fourteenth day there was a sudden escape of 
uriniterous pus, followed by gradual healing and closure of the secondary 
fistula 

By the fitty-sixth day the operation area was completely healed and, 
with the exception of a litthe moisture from slight urethral incontinence, 
the patient was dry Later examination showed the patient to remain 
continent and well satished with the result of her operation 


PHeE MECHANISM OF RETENTION OF URINE IN TLAEMATOCOELE. 

Maluschew describes two cases of extra-uterine preguancy with bleeding 
into the pouch of Douglas, which were complicated by retention of urine. He 
found that in each case the patient had retention of urine, which was 
relieved by catheterization \fter catheterization, on filling the bladder 
with too cubic centimetres of fluid in the first case, and with 150 cubic 
centimetres in the second case, the patients could empty their bladders 
voluntarily without difficulty 

On pertorming laparotomy tor the treatment of the haematocoele he 
investigated this phenomenon by repeating the injection of known volumes 


of lotion into the bladder and observing the effects of fullness of different 


degrees on its relations to the uterus and the haematocoele. He found that 
when lotion was injected beyond the amount which the patient could 
voluntarily void when conscious the bladder rose into the abdomen, 


dragging the uterus up with it This had the effect of pressing the fundus 


tightly against the stretched urethra, and holding it forward in this position 


by pressure of the blooct-clot) behind tle suggests that this must be the 


usual cause of retention of ure in these cases 


CONGENITAL VENTRAL ELERNIA AND ASSOCIATED DEVELOPMENTAL CHANGE 


. 
Cather had the opportunity t child for seven months which 


was born alive with a large « in it bdominal wall, with escape ot 


abdominal contents mto the si e Case Was one of a male child with a 
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hernia, the size of a man’s fist, in the middle line above the umbilicus. The 
surface was covered only with amnion, and its contents could be plainly 
seen through this. In addition to the deficiency in the abdominal wall 
the lower end of the sternum was absent and the lower eight ribs were 
not attached to the sternum. 

The condition was considered to be inoperable, because of the 
impossibility of finding room in the abdominal cavity for the hernial 
contents. The condition was, therefore, treated expectantly, and as the 
amniotic covering exfoliated, the skin grew in from the edge to cover the 
hernia, which steadily lessened in size, and its contents gradually returned 
to the abdominal cavity. At the time when the child was accidentally 
scalded to death the swelling was considerably smaller, and the child was 
ctherwise developing normally. 

At post-mortem examination the diaphragm was found to be deficient 
on the right side, with an upward displacement of the kidney through 
the gap. 


Rk. H. B. Adamson. 


Monatsschrift fur Geburtshulfe und Gynakologie 


Vol. xc, February, 1932. 

“Endocarditis during pregnancy and the puerperium. N. Alders. 

The diagnosis of the position of the foetal chin in utero after the method 
of Gaus. W. Haupt. 

*The course of labour in cases of contracted pelvis; its complications and 
therapy. P. W. Sharow. 

*The significance of raised sub-mammary temperature during pregnancy and 
the puerperium. L. Bickel. 

*The rapid diagnosis of pregnancy by means of the urine. K. Ehrhardt. 

*A contribution to the diagnosis and therapy of advanced extra-uterine 
pregnancy with a living child. N. Mariantschik. 

*The treatment of inflammatory conditions of the female sex organs with 
polyvalent vaccines. L. B. Bublitschenko. 

*The clinical manifestations of glandular hyperplasia of the endometrium. 


K. Adler. 


Vol. xc, March 1932. 

Basal metabolism during pregnancy and its relation to the thyroid and 
injury of the newly born. V. Niederwieser. 

A plastic operation for a fat abdomen. I. Kogler. 

An anotomical investigation of the human amnion after dye diffusion. 
F. Speckmann. 

*Two monstrosities; (1) sternopagus, and (2) dicephalus. H. J. Freyschmidt. 

“Interruption of pregnancy by means of injections of soap; its dangers and 
an attempt to find their cause. H. Sellheim., 

The question of the interruption of pregnancy. G. A. Wagnet 

A contribution to the best method of tnduction of abortion 
Leunbach 
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Vol. xc, April 1932. 

‘The significance of early rupture of the membranes together with digital 
examination and operative interference as predisposing factors in 
febrile puerperia. E. P. Gubanow and W. D. Kutschaidse. 

*My experience following perineal incision (Schuchardt) in labour. A. Reick. 

‘Caesarean section in transverse lie. W. A. Chatunzew. 

*Three cases of Caesarean section in patients with double uteri. 
Granzow. 

*The aetology, clinical picture and therapy of puerperal inversion of the 
uterus. H. Fuchs. 

\ case of chondrodystrophia foetalis. K. Hubscher. 
Vol. xci, May, 1932. 

The significance of prophylactic obstetrics for the mother and chiid. 
K. de Snoo. 

An investigation of the substances influencing the sex relations of the 
litters in rabbits. EF. Unterberger and W. Kirsch. 

lhe psychological and neurological indications for the interruption of 
pregnancy. C. Bucura. 

Injuries of the liver in the newly born following spontaneous delivery. 
KF. Gymuich. 

Remarks on the question of thrombosis and embolism. A. Mayer. 

Artificial vaginae. L. Gilmer. 

Operations and circulatory disturbances. H. Albrecht. 

A contribution to the pathology of hirsutism and virilism. F. Kovacs. 

Carcinoma of the cervix uteri appearing after supravaginal hysterectomy. 
K. Bends. 

An unusual reaction following radiation tor cancer. C. Fried. 

Pyometra and diabetes B. Liegner. 

L-NDOCARDITIS IN PREGNANCY AND DURING THE PUERPERIUM. 

Che author first refers to the difficulties which occur in making a 
diagnosis of endocarditis. He discusses the symptoms and draws attention 
t: the conditions which mask them. He describes the clinical histories of 
three cases for the purpose of illustrating his points. 


Referring to the statistics, he shows that among 35,405 patients delivered 
in his clinte during 10 vears there were 


25,744 deliveries and 4,983 mis- 
carriages. During this pertod 202 deaths occurred, and roo of these were 
due to puerperal sepsis; 29 cases showed fresh endocarditis post-mortem; in 
i; cases the endocarditis was masked by general sepsis. Among the toz 
patients in whom death was ascribed to causes other than sepsis, 92 were 
found to have endocarditis post-mertem 

Che author states that there appears to be a great predisposition of the 
ndocardium to infhunmation during pregnancy and the puerperium 
Dealing with the prognosis, the author points out the difficulties that arise 
of the uncertainty of diagnosis, and he quotes Schottmuller as 


hat endocarditis septica ts almost invariably fatal. Finkelstein savs 
the mortality of codocarditis simplex is 53 per cent and the mortality 


endocarditis rheumatica is 20 per cent Che immediate prognosis of 
idocarditis does not depend so much upon the site and spread ot the 
nadocaraitis as upon the resistance ana compensation Ob the cardiac muscle 
lre 


ul been weakened during pregnanev and labour 


gis 
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Referring to the question of interrupting pregnancy, the author quotes 
Winter’s postulates: (1) Correct diagnosis of the condition. (2) Correct 
(3) Failure of ordinary therapeutic measures. The author is of 
the opinion that most of the writers on the subject of therapeutic induction 
cf abortion for endocarditis advise this on purely therapeutic grounds. In 
the author’s practical experience, patients are always made worse when 
abortion is induced. 


prognosis. 


He quotes several cases which support this statement. 
When premature labour is induced in the interests of the child, the surgeon 
must bear in mind that the patient may die on the operating table, and also 
that the infection may already have passed into the child, which will then 
not survive. The author concludes with a discussion on the prophylactic 
measures to be adopted during pregnancy. 


THE COURSE OF LABOUR IN CASES OF CONTRACTED PELVIS; ITS COMPLICATIONS 

AND THERAPY. 

fhe author reviews the literature on this subject and indicates the 
different methods employed for measuring the pelvis. Tables are given to 
show the relative percentage incidence of the different types of pelves in 
primigravidae and multiparae with their degrees of contraction. 
compared with figures from other clinics. 
1h 


These are 
Tables are also given of the ages 
a thousand cases investigated by the author, with their treatment and 
results to the mothers and children. 


THE SIGNIFICANCE OF RAISED SUB-MAMMARY TEMPERATURE DURING PREG 
NANCY AND THE PUERPERIUM. 
The author shows that the sub-mammary temperature differs from that 
taken in the axilla by o0.2° to 1.2°. He 


Oy was able to prove that the 
ereater the difference 


between the sub-mammary and axillary temperature 
the more actively the breasts secreted. 


RAPID DIAGNOSIS OF PREGNANCY BY MEANS OF THE URINE. 


The author describes his investigations into the methods of effecting more 


rapid diagnosis from the urine of suspected cases of pregnancy. Intravenous 


-ctions into mice and rats give inconsistent results. Intravenous injections 


15 cubic centimetres of urine from a patient suffering from chorion 
epithelioma into a rabbit weighing 1,800 grammes produce multiple haemotr 
rhagic follicles in the rabbit’s ovary after 1&8 hours Following on this, the 
author developed the test for pregnancy, using two immature rabbits, each 
weighing about 1,600 grammes He gives two intravenous injections of 1 
ubic centimetres of urine and kills the rabbits 48 hours later Phe author 
quotes Schneider, Friedmaun, Bellerby and kx 
1 


arnied 


e, and Parkes as having 


out this test previous to his investigation and acknowledges thei 
priority He quote a case of a non-pravid woman who received 


transfusion of about 7oe cubic centimetres of 


a 
blood from a pregnant patient 


nd whose urine subsequently gave a positive Aschhemn Zondek reaction 


ro THE DtaAGNosits ND THERAP OF ADVANCED LTXTRA 
EGNANCY WITH A LIVING CHILD 

author deseribes two cise one inh the eighth month and the other 

nth month of ectopie pregnaney which occurred i ha Prete tice 
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search of the available Russian literature provided 25 similar cases. The 
author points out that it is easy to diagnose ectopic pregnancy in its early 
stages, but that later on it is not usually thought of. He stresses the value 
of hysterography in the diagnosis and discusses the treatment. 


THE TREATMENT OF INFLAMMATORY CONDITIONS OF THE FEMALE SEX ORGANS 

WITH POLYVALENT BACTERIAL VACCINES. 

The author utilized a vaccine composed of a suspension of 1,750 million 
streptococci and 8,o00 million bacilli pyocyanei in every four cubic centi- 
metres. The method is to inject two cubic centimetres, followed a day or two 
later by four cubic centimetres if there is not any reaction. Another dose is 
given three days later. The reactions, both local and general, obtained are 
described in detail, and the results upon the patients are tabulated. The 
treatment is indicated in both chronic and acute inflammatory swellings of 
the adnexa. The best results seemed to follow in patients who showed both 
general and local reactions, together with an increased leucocytic count of 


the blood. 


THE CLINICAL MANIFESTATIONS OF GLANDULAR HYPERPLASIA OF THE ENDO- 

METRIUM. 

Macroscopically, the anatomical picture of glandular hyperplasia of the 
uterine mucosa appears as a_ thickened, fluffy and shaggy membrane 
radiating towards the external os. Two superficial layers are thrown into 
polypi, among which small cysts can be recognized. Microscopically, varia- 
tions in the size and form of the glands are seen. In some patients they 
appear small, but in others they are cystic. 

The epithelium is either tall, cylindrical, or flat in the cystic portions, 
which are closely packed together and, in some cases, the epithelium is 
heaped up. The stroma cells are closely packed, small, spindle-shaped, and 
stain darkly. In some patients, oedema may be recognized. It is common 
to find dilated and even thrombosed veins. The whole can be described as 
a hyperplasia of the mucosa in the proliferative stage. 

The aetiology of the condition is not well understood. In many cases 
follicular cysts are present in the ovary, but in most cases there is not any 
corpus luteum. The work of Schroeder and Robert Meyer is quoted. The 
author groups a series of 67 cases according to their clinical manifestations. 
He gives a table of ages and menstrual symptoms. He discusses the 
clinical details of three cases of juvenile haemorrhage, and dwells on the 
theory of the whole subject. 


Two MONSTROSITIES. 

The author describes in detail two labours, each resulting in the delivery 
of a monster. He describes the anatomy of the foettis. In one case 
normal delivery took place, while in the other version and extraction were 
carried out. 


INTERRUPTION OF PREGNANCY BY MEANS OF INJECTIONS OF SOAP; ITS DANGERS 
AND AN ATTEMPT TO FIND THEIR CAUSE. 
The author states that he has used the paste injection method for the 
induction of abortion with great success, and was satisfied with it until a 
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fatality occurred after his ecightieth case. A post-mortem examination did 
not reveal any cause for death, which had, therefore, to be ascribed to the 
method. Engelmann is quoted as having collected 22 cases of death 
following injections of soap into the uterus. Fatalities occur as the result of 
air embolism, fat embolism, uterine perforation with passage of the soap 
into the peritoneal cavity followed by shock, and unknown causes. He 
points out that all these cre avoidable with careful technique. The author 
concludes with a description of some experimental results on animals. 


THE SIGNIFICANCE OF EARLY RUPTURE OF THE MEMBRANES, TOGETHER WITH 
DIGITAL EXAMINATION AND OPERATIVE INTERFERENCE, AS PREDISPOSING 
FACTORS IN FEBRILE PUERPERIA. 

The authors collected material which illustrated: (1) That the longer 
the period between rupture of the membranes and birth of the child, the 
more likely was the puerperium to become febrile. (2) This was true for 
cases of mild infection as well as for the more serious ones. (3) The higher 
percentage, 15.9, of febrile puerperia was noticed in cases in which vaginal 
examinations had been made. Only 10.2 per cent were noticed if examina- 
tions had not been made. (4) Fever was noted twice as frequently during 
the puerperium in cases in which operative interference, necessitating the 
introduction of the hand or of an instrument into the uterus, was necessary. 
(5) The authors state that rupture of the membranes is an indication for the 
transfer of the patient to an institution. 


My EXPERIENCE FOLLOWING PERINEAL INCISION. 

The author discusses Schuchardt’s lateral perineal incision and its value 
in obstetrics. He has employed it in four cases of breech presentation and 
18 cases of forceps delivery. He points out that it makes the extraction 
very much easier. It diminishes the amount of pressure on the head; he 
states that it is possible to guarantee 100 per cent of live children. He has 
not yet employed this incision for either transverse lies or embryotomy, but 
he is sure that it would be of value in these cases. 


CAESAREAN SECTION IN TRANSVERSE LIE. 

The author does not agree with Max Hirsch who states that all cases of 
transverse lie should be delivered by Caesarean section. He gives the follow- 
ing indications for Caesarean section in transverse lie: (1) Premature rupture 
of the membranes. The maternal mortality is not increased, whearas the 
foetal death-rate is broug:t down from 4o per cent to zero. It is essential 
to operate so scon as possible after the membranes have ruptured. Vaginal 
examination should of course, be avoided. (2) Following early rupture of 
the membranes with transverse lie of the child, when other slight complica- 
tions are present, which in themselves would not indicate Caesarean section, 
namely, old primiparae, rigidity of the soft parts, slight contraction of the 
pelvis and myomata. (3) Caesarean section is seldom necessary in a 
neglected transverse lie with impending uterine rupture. 


THREE CASES OF CAESAREAN SECTION IN PATIENTS WITH DOUBLE UTERI. 

The author reports three cases of double uteri. 

1. The first case was one of a patient with a uterus didelphys and 
vagina duplex who had been pregnant six times. After the first delivery, 
g2I 
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there was no change in the anatomy of the genitalia. In the second labour, 
the septum had to be divided as it produced a mechanical obstruction to 
delivery. The sixth pregnancy had to be terminated by Caesarean section 
because the hypertrophied non-pregnant contra-lateral body of the uterus 
obstructed labour. 

2. The second was a case of uterus bicornis unicollis. This was only 
discovered at Caesarean section, which was performed because of primary 
uterine inertia. 

3. The third was similar to the second case; Caesarean section was per- 
formed because of the transverse lie of the child. This case is illustrated 
by an X-ray photograph following an injection of lipiodol. 


THE AETIOLOGY, CLINICAL PICTURE AND THERAPY OF PUERPERAL INVERSION 

OF THE UTERUS. 

The author states that the incidence of inversion of the puerperal uterus 
found in the literature, varies between 1 in 35,000 and 1 in 400,000. The 
mortality is about 15 per cent. He describes and illustrates the case of 
a patient who delivered her second chiid after the injection of one cubic 
centimetre of orasthin (a preparation made from the pituitary gland). The 
patient suddenly ccllapsed while the perinaeum was being sutured. The 
uterus could not be felt. The fingers seemed to pass into a ring situated 
deep in the pelvis. Vaginal examination then revealed that the placenta 
was attached to the fundus of the inverted uterus. The placenta was 
detached manually and very severe haemorrhage followed. Under ether 
anaesthesia, an attempt was made to replace the uterus but, it had to be aban- 
doned for attempts to control the bleeding. At the end oi an hour, the 
patient was in extvemis and laparatomy was rapidly performed without an 
anaesthetic. The inversion was replaced, but the uterus was found to be 
completely atonic; supravaginal hysterectomy was performed as re-inversion 
was feared. Saline solution was immediately given intravenously, with 
cardiac stimulants. Eventually, the patient recovered after a great deal of 
further treatment which is described in detail. The author illustrates the 
specimen and believes that the inversion was precipitated by the pituitary 
extract. 


THE SIGNIFICANCE OF PROPHYLACTIC OBSTETRICS FOR THE MOTHER AND 

CHILD. 

The author gives interesting ngures of maternal and foetal mortalities 
in child birth. He shows that the figures have increased in recent years. 
Hirsch is quoted as stating that all vaginal operations, except forceps 
delivery and simple internal version, should be abandoned. Caesarean 
section should be done in all cases which turn out to be pathological. 
Fhrenfest states that the main factors which influence mortality are: (1) 
A sense of safety, often false, on the part of the accoucheur. (2) The almost 
universal use of anaesthetics in response to the demands of the patients. 
(3) An exaggerated idea of the value of the infant’s life and of the value of 
operative delivery in conserving this life. (4) The often false idea which 
complies with the present demand of women for a short labour. 

An analysis of the causes of death in 1,006 children and 168 mothers 
hetween the years 1914 and 1926 convinces the author that the only way 
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tc diminish the mortality is by systematic careful prophylaxis. He suggests 
that all pregnant patients should report every 14 days or, if necessary, every 
week. Patients should be instructed that this is necessary even although 
they feel well. The author describes the methods adopted in his clinic. 
Patients with albuminuria and pyelitis who have to remain in bed are visited 
at their homes. All pathological cases are delivered in the clinic and all 
the normal ones at home. At home the patients are attended by partially 
trained assistants, very seldom by trained sisters. The author analyses 
5.432 cases delivered in the three years ending 1930 and tabulates the 
results. He comes to the conclusion that a widening of the indications for 
Caesarean section has n»t diminished the mortality, except, perhaps, in 
placenta praevia. The death-rate from puerperal sepsis in Holland is 
0.7 per cent. In Rotterdam, among 21,533 cases delivered by midwives, 
14 died of puerperal sepsis. The midwives are not allowed to give any 
oxytocic drugs or narcotics. They have been taught to correct abnormal 
lies, examine the urine and take the blood-pressure. Their antisepsis and 
asepsis are to be relied upon. 


AN INVESTIGATION OF THE SUBSTANCES INFLUENCING THE SEX RELATION OF 
THE LITTERS IN Raseits. 
The authors demonstrated experimentally on rabbits that if bicarbonate 
of soda is instilled into the vagina, subsequent coitus produces litters with a 
preponderance of males. The instillation of lactic acid results in a pre- 
ponderance of females 


INJURIES OF THE LIVER IN THE NEWLY BORN FOLLOWING SPONTANEOUS 

DELIVERY. 

The author searched the literature and was able to collect nine cases 
of rupture of the foetal liver during spontaneous delivery. He gives a brief 
summary of each of these cases and describes a case of his own. He divides 
sub-capsular hepatic haematomata into: (1) Those resulting from asphyxia- 
tion of the infant. (2) Those due to birth trauma. 

In adults, rupture of the liver is usually due to (a) compression, or (b) 
bending the body. In (a) the rupture is usually central and radiates to 
the surface, while in (b) ‘t occurs on the surface at the site of greatest tension 
and passes vertically down into the hepatic substance. The foetal ruptures 
are mostly of the latter. variety, and are probably due to a doubling up 
of the body. He illustrates how this might occur as the result of a 
projecting promontory of the sacrum in an abnormally well-developed child, 
a condition which he found to be present in the cases collected. The author 
thinks that another aetiological factor may be pressure by the rigid soft 
parts of the mother upon the ribs of the child, and advises episiotomy in all 
such cases. 


REMARKS ON THE QUESTION OF THROMBOSIS AND EMBOLISM. 

The author points out that the incidence of thrombosis seems to have 
increased during recent years. He shows that this is real and not apparent. 
There seems to be some geographical variation in the incidence of thrombo- 
sis. It is influenced by varicosities, parity, mode of living and injury to 
blood-vessels as the resvlt of alcohol. There does not seem to be any 
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marked increase in the number of cases of puerperal thrombosis which has 
always been rather high. Thrombosis in gynaecological cases, however, 
seems to have doubled. The author thinks that neither sterility of catgut 
nor intravenous medication can play any predisposing part. Various other 
theories are discussed. Stuber is quoted as having found that small! intra- 
venous injections of glucose produced a marked increase in the number of 
thrombocytes and a relative increase of globulin. The author, however, did 
not find any alteration in his own cases. He discusses the literature fully 
and also the predisposition to thrombosis. 

In dealing with the clinical picture of thrombosis, the author considers 
a persistently rapid pulse-rate and a slight rise in temperature as premoni- 
tary signs of impending thrombosis. Pain is not always present before- 
hand. If the onset is rapid the swelling speedily subsides again. 

Treatment. 

In the acute stage of pulmonary thrombosis, the most valuable drug 
seems to be morphia; adrienalin is only very seldom given. Surgical 
treatment should always be considered because the mortality of pulmonary 
embolism is between 4o and 50 per cent. 


ARTIFICIAL VAGINAE. 

The author discusses the various methods for forming an artificial 
vagina. He gives the indications for carrying out the operation and points 
out its dangers. He favours the use of the intestine, and gives the details 
of nine cases in which he has carried out the operation. 


CARCINOMA OF THE CERVIX UTERI DEVELOPING AFTER SUPRAVAGINAL 

HYSTERECTOMY. 

The author gives the details of seven cases of carcinoma of the cervical 
stump which appeared after supravaginal hysterectomy. These occurred 
among 515 cases of cervical cancer. The author gives the indications for 
which hysterectomy was performed, together with the symptoms, clinical 
history and treatment of all the cases. The author favours vaginal extirpa- 





tion in operable cases. 
M. Datnow. 


Munchener Medizinische Wochenschrift 






16th December, 1932. 
*The after-results in patients who suffer from eclampsia and the kidney of 
pregnancy. W. Schultz. 
23rd December, 1932. 
On the technique of long-wave irradiation of the sexual region. Axmann. 
6th January, 1933. 
*Does menstrual blood contain growth-hormones or auxine in addition to 
menstrual toxins? Arnold Sack. 
‘Errors in gynaecological diagnosis caused by bowel and omentum. W. 
Stoeckel. 
Q24 














REVIEW OF CURRENT LITERATURE 


27th January, 1933. 
The induction of labour. F. H. Bardenheuer. 
Genital function and sport. H. Kiistner. 


3rd February, 1933. 
*The termination of pregnancy by means of the X-rays. H. Wintz. 


17th February, 1933. 
The toxicoses of pregnancy, especially eclampsia and pre-eclampsia. L. Seitz. 


24th February, 1933. 
The high percentage of failures associated with hormone therapy in gynae- 
cology. O. Pankow. 


3rd March, 1933. 
*Caesarean section in the past and in the present. S. Sztehlo. 
The treatment of misplacements of the uterus. Th. v. Jashke. 


1oth March, 1933. 
*Changes in the symphysis pubis during pregnancy and labour. H. Martius. 
*The significance of vegetables in the diet in early infancy. K. Kern. 


17th March, 1933. 
Two problems in practical midwifery: the forceps and perforation. M. 
Henkel. 


24th March, 1933. 
*Evipan-natrium in obstetrics and gynaecology. E. Lissard. 


17th March, 1933. 
Our experiences with pituchinol. W. Christ. 


31st March, 1933. 
*The treatment of essential dysmenorrhoea with octin. G. Frommolt. 


7th April, 1933. 
Criticism of plugging the uterus. K. A. Gerhardi. 
14th April, 1933. 
Syphilis in women. G. Gellhorn. 
Genital function and sport. A. Hoffman and H. Kiistner. 


THE AFTER-RESULTS IN PATIENTS WHO SUFFER FROM ECLAMPSIA AND THE 

KIDNEY OF PREGNANCY. 

Schultz reports the results of the subsequent investigation of 184, or 25 
per cent, of the 780 women who suffered from eclampsia, pre-eclampsia, 
or the severe type of pregnancy nephropathy at the Hamburg Frauenklinik 
between 1900 and 1930. Of these 184 patients 60 were investigated by 
Nevermann in 1925 and the remaining 124 by the author. Not one of 
the 124 patients could be diagnosed as suffering from any serious renal 
lesion, and 111 of them were completely normal so far as could be ascer- 
tained. Nevermann reported 14 out of the 60 patients he examined in 1925 
to have renal symptoms, and of these 11 were re-examined in 1930, the 
remaining three, while reporting themselves as well, could not attend the 
clinic. In the case of only one of these 11 women could the diagnosis of 
chronic nephritis be established and she had suffered from acute nephritis 
in childhood. Schultz concludes that any damage to the kidneys associated 
with the kidney of pregnancy usually clears up, and that in those cases in 
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which chronic nephritis is e:tablished a careful inquiry will elicit the history 
of an attack of acute nephritis occurring apart from pregnancy. 


Doers MENSTRUAL BLOOD CONTAIN GROWTH-HORMONES OR AUXINE_ IN 

ADDITION TO MENSTRUAL TOXINS? 

Sack observed some astonishingly beautiful and particularly large blooms 
in the little garden of a forester. On inquiring the secret he was told by 
the man’s wife that she watered the flowers with the water in which she 
washed her menstrual toweis, and that ever since she had commenced this 
practice the difference in the flowers had been marked. The author suggests 
that such experience, in the light of the recent knowledge concerning 
hormones, warrants a new investigation into the menstrual discharge. 


ERRORS IN GYNAECOLOGICAL DIAGNOSIS CAUSED BY BOWEL AND OMENTUM. 

The close connexion between the appendix and the right uterine appen- 
dage is well recognized, and a mobile or enlarged caecum, as well as the 
sigmoid flexure, may simulate an ovarian tumour. Stoeckel reports that 
he was twice deceived into operating for a left-sided tumour of the adnexa 
by enormously enlarged appendices epiploicae, and confesses that he would 
not be able to avoid the same error should he encounter another such case. 
On another occasion he diagnosed a right-sided tumour of the adnexa; to 
find at the operation an adherent and hypertrophial greater omentum. The 
author believes that man learns most from his mistakes, and trusts that 
his example will encourage other writers to report similar experiences. 


THE TERMINATION OF PREGNANCY BY MEANS OF THE N-RAYS. 
Since there is no method for terminating pregnancy which approaches 


the ideal, it becomes necessary to examine the claims advanced 
for this purpose during the last few years on behalf of the X-rays. Ganzoni 
and Widmer claimed to have emptied the uterus in 65 out of 73 women, 
and Harris and Kean in 37 out of 40 women by this method; these authors 
stressed not only the simplicity but the safety of the procedure. Wintz 
points out that they found it necessary to wait from between to and 180 
days for the abortion to take place, the average time being from four to 
five weeks. The haemorrhage associated with the abortion lasted, on an 
average, five to 10 days, not unusually from 14 to 16 days, and on one 
occasion for 35 days. It is certain that a dose of X-rays could be given 
which would damage the foetus without terminating the pregnancy. The 
author concludes that if this method is to be used it must only be in 
picked cases, and that the pcssible damage to the foetus, the long period of 
wating with its inherent dangers, and the prolonged bleeding associated 
with the abortion make it by no means safe. In his judgment the indis- 
criminate use of the X-rays for the purpose of terminating pregnancy can 
only serve to bring the method into disrepute. 


CAESAREAN SECTION IN THE PAST AND IN THE PRESENT. 

The maternity mortality rate for Caesarean section has fallen from 50 
per cent in 1882 to between three and four per cent to-day, while some 
operators have published series of cases without a single maternal death. As 
the result of 17 years’ experience in Pest, Sztehlo is of the opinion that the 
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best results are obtained from the lower uterine segment> operation carried 
out before the rupture of the membranes, and that it is an advantage to 
admit patients to hospital two or three weeks before the operation. It is 
essential that doctors and midwives should realize that the vaginal examina- 
tion of abnormal cases is both unnecessary and dangerous, and that the 
mortality from Caesarean section is markedly raised by such unnecessary 
interference. 


CHANGES IN THE SYMPHYS‘'S PUBIS DURING PREGNANCY AND LABOUR. 

Increased movement betwen the pubic benes at the symphysis pubis is 
known to occur towards the end of pregnancy, and is well illustrated by 
X-ray photographs in this paper. Martius claims that similar motility of 
this joint can be caused in virgin guinea-pigs by the injection of follicular 
hormone or corpus luteum extract, but not by prolan or such substances as 
yohimbine. 


THE SIGNIFICANCE OF VEGETABLES IN THE DIET IN EARLY INFANCY. 

It is becoming increasingly recognized that the diet during infancy may 
be deficient in vitamins and mineral salts and particularly in iron. Attempts 
to administer green foods have usually been unsatisfactory because of their 
high cellulose content which can only be broken down by bacterial agency. 
The use of a preparation called luizym, which contains not only amylase 
and protease, but cellulase and hemi-cellulase, makes it possible to give 
infants of three months of age, or younger, a vegetable soup with the know- 
ledge that the intracellular food-stuffs are absorbed. 


EvipAN-NATRIUM IN OBSTETRICS AND GYNAECOLOGY. 

Lissard has found the intravenous injection of evipan-natrium to be an 
ideal method of producing anaesthesia for short operations in gynaecology 
and obstetrics. The induction of anaesthesia is without unpleasantness, and 
the recovery is rapid and complete. 


THE TREATMENT OF ESSENTIAL DYSMENORRHOEA WITH OCTIN. 

Frommolt has obtained excellent results in the treatment of essential 
dysmenorrhoea by the oral administration of octin, an oil with an action 
on plain muscle similar to that of papaverine. This preparation did not as 
a rule exert any benecial results in those cases in which there was an ana- 
tomical or pathological basis for the symptom. 

G. W. Theobald. 


Revista de Gynecologia e d’Obstreticia of the Argentine. 


November, 1932. 
*The evolution of symphysiotcmy in the Argentine. Rojas. 
Jaundice and pregnancy. De Rezende. 
December, 1932. 
*Axial torsion of a myomatous uterus. Werneck. 
*A solid tumour of the vulva. Fernandez. 
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THE EVOLUTION OF SYMPHYSIOTOMY IN THE ARGENTINE, 

Rojas describes and contrasts Franck’s and Zarate’s methods of performing 
symphysiotomy. Zarate’s chief objection to Franck’s symphysiotomy is the 
risk of wounding important organs as evidenced by the great flow of blood 
after using the bistoury. The chief variants in his own operation are (a) not 
lowering the clitoris at the moment of introducing the bistoury, (b) not 
cutting the lower fibres of the ligamentum arcuatum nor turning the edge of 
the bistoury upwards to cut the superior part of the symphysis, (c) not 
having recourse to forced abduction of the thighs to force apart the ends of 
the divided bone. By preserving the lower fibres of the ligamentum arcuatum 
and reducing the loss of blood he evolved an operation which he enthusiasti- 
cally claims is ‘‘not only for specialists but even for general practitioners.’’ 

Franck’s comment on Zarate’s method was ‘‘without total section of the 
ligamentum arcuatum there is no symphysiotomy.’’ But Professor Mange 
of Heidelberg appreciated the method, naming it ‘‘partial symphysiotomy,’’ 
which definition Zarate accepted, adding ‘‘subcutaneous.”’ 

Zarate’s fundamental formulae for the treatment of pelvic dystocia are :— 
“Expectant, Caesarian section, and symphysiotomy. He considers the latter 
operation should replace the former in many cases, even in primiparae, and 
attributes failure to defects in technique or to ignorance of regional anatomy. 
There is greater safetv for the mother, although the risk to the child is 
greater than in Caesarean section. In the statistics of the Obstetric Hospital 
primiparae formed 30 per cent of the cases. All were favourable cases for 
operation. The cervix was widely dilated, the canal ample and elastic, the 
uterine contractions were normal, vulval infection and foetal distress were 
not present. 5 

Lately incomplete cervical dilatation and vulval infection have not been 
considered obstacles to the operation even in primiparae. 


AXIAL TORSION OF A Myomatous UTERUS. 

Werneck describes a somewhat exceptional form of torsion occurring in a 
myomatous uterus. The patient, who was a nullipara aged 38, came to 
hospital because of abdominal swelling and pain from which she had suffered 
for more than a year. On external examination he found a hard irregular 
swelling with its upper limit above the umbilicus, and made a diagnosis of 
uterine myoma. 

After laparotomy, he was doubtful whether it was a solid tumour or a 
haematocoele because of its consistence and dark purple colour. It was firmly 
adherent to the loops of the jejunum and ileum. Incision showed that his 
first diagnosis was correct. A subserous sessile myoma was implanted on 
the fundus uteri and the uterus had twisted on its long axis, so that the 
left ovary was placed beside the right. The uterus was encrusted with 
myomatous nodule. The uterus and the myomata were necrotic. 

Subtotal hysterectomy and bilateral salpingectomy were performed. The 
patient made a good recovery and left hospital 12 days after the operation. 
Werneck thinks torsion must have been slow owing to the shortness of the 
pedicle, the history and the symptoms. 


A SOLID TUMOUR OF THE VULVA. 


Fernandez reports a case of vulval clephantiasis, interesting because of 
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the great difference in opinion regarding the cause of the disease. According 
to the history given by the patient, who was a nullipara aged 37, she had 
begun to suffer from irritating labial excrescences when 14 or 15 years of 
age. These coalesced into one large ulcer which extended on both sides and 
grew harder and longer. Treatment did not give relief or diminish the size 
and irritation of the growth. For some time she had been unable to sit down 
because of the large mass between the thighs. 

On examination the tumour, seen from behind, resembled the two halves of 
the cerebellum in size and furrowing. There was a common pedicle springing 
from the base of the labia majora. After removal the tumour was found to 
weigh over five kilogrammes. The wound continued to discharge sero- 
purulent fluid for some time after operation, and he found that endo-venous 
injections of tartar emetic hastened healing. The Wassermann test was 
strongly positive. 

Histological examination revealed tuberculosis and fibroma of the labia 
majora. This microscopic finding corroborates the opinion of many who 
regard tuberculosis as the determining cause of the disease. Yet in the 
absence of further details, he would not like to give a definite verdict on the 
aetiology of his case. 

J. H. Fivsuitt. 


Acta Obstetricia e Gynecologica Scandinavica. 


Vol. xiii, Fase Q. 
*A case of teratoma of the neck. Ekkert Peterson. 
*The use of dilaudid-skopolamin in obstetrics. Hilding Ekerfors. 
*Death from salvarsan treatment during pregnancy. Paul Kuhnel. 
A case of actinomycosis in the female pelvic organs. Gideon Ahltorp. 
Cardiac insufficiency caused by the supine position in pregnancy. Gideon 


Ahltorp. 


A CASE OF TERATOMA OF THE NECK. 

Peterson describes a case of teratoma of the neck which occurred in the 
Departmental Hospital at Sonderberg. He points out thai very few cases 
have been reported, and that most cases which have been investigated have 
had the tumour at the side of the neck, high up towards the base of the 
skull. Their size may be very considerable, even twice as Jarge as a foetal 
skull. 

Although they are far from being all of a thyroid origin, most ot 
them arise in the neighbourhood of this gland. All teratomata of the neck 
have been found to be loosely covered by cellular tissue, from which they 
can easily be shelled out. Their closest attachment is to the trachea or 
oesophagus, and occasionally to the floor of the mouth or the base of the 
skull. The tumours always displace outwards the sterno-cleido-mastoid 
muscles, and their blood-supply is usually derived from the thyroid) vessels 

Microscopically the tumours appear to have the identical structure of 
that of the writer's case; histologically it is possible to identify three 
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embryological layers, as in teratomata elsewhere. Curiously enough in each 
case there has been a predominance of encephaloid tissue, more or less 
highly developed, with ganglion cells and plexiform elements. It would 
appear that nervous tissue in some form is characteristic of teratomata of 
the neck. Many tumours have alsc contained cartilage and epidermal 
structures such as sweat glands and sebaceous glands, as well as mucous 
membrane, and even cells resembling the retina. In only one case, reported 
by Pupovas, were there glandular metastases. 

Pregnancy in these cases has tended to terminate prematurely and to be 
complicated by sudden acute hydramnios, as in the writer’s case. The 
diagnosis has not been made before dystocia from the size of the tumour 
bas led to the introduction of a hand to feel the tumour beyond the 
presenting head. When the presentation has been by the breech the 
diagnosis has not been made. The presentation has frequently been 
abnormal, leading to further difficulties in delivery apart from the size of 
the tumour. The tumour in those children which have been born alive has 
led to difficulty in 1espiration and swallowing. 

Schimmelbusch operated on a patient an hour and a half after birth, 
and in three other cases operation was undertaken eight days, nine days, 
and six weeks after. One other case showed asphyxial signs at a later date 
after birth and needed operation in three stages, the last being undertaken 
2c months after birth. The remaining cases all terminated fatally. 

In the writer's case the mother, who was aged 35 years, had previously 
had three normal deliveries. She was admitted to hospital for increasing 
severe hydramnios. Labour began spontaneously after early rupture of the 
membranes, and terminated in the birth of a recently dead premature 
foetus. The foetus and tumour were examined by Professor Paul Moller, of 
Copenhagen, who found that it was a teratoma containing gliomatous tissue 
and having undergone partial haemorrhagic necrosis. 


THE UsE oF DILAUDID-SKOPOLAMIN IN OBSTETRICS. 

This question was investigated by Hilding Ekerfors in the obstetrical 
clinic of the Academic Krankenhaus in Upsala. He carried out com- 
parative tests between the effects of this mixture and a simple mixture of 
brandy and syrup. An algesimetric determination of the effect produced 
by Wachtel’s mixture on the degree of sensibility to pain was made, and 
as a result he came to the following conclusions: (1) The analgesic effect 
of Wachter’s mixture of dilaudid and scopolamin is uncertain; in 40 per cent 
of the cases relief from pain was not experienced, and in those cases in 
which relief was obtained it was relatively slight to the pain experienced. 
(2) The relief of pain was partly the result of suggestion and partly indirect, 
due to the lessening of the intensity of the labour pains. Possibly also the 
alcohol taking part in the composition of the mixture may have had some 
general effect. (3) By the algesimetric test actual hypo-algesia was found 
in 75 per cent. But the degree was so very slight that it had no practical 
bearing on the alleviation obtained. (4) The process of delivery was retarded 
in 40 per cent due to noticeably weakened pains; in some cases the contrac- 
tions ceased altogether. (5) This impairment to the process of delivery is 
caused by the calming effect of the mixture and, perhaps, also by the general 
effect of the alcohol it contains. (6) From the results of the investigation it 
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seems most likely that neither scopolamin nor dilaudid, in the doses 
employed, had any perceptible effect, either on the pain, or the contractions, 
or the delivery. 


DEATH FROM SALVARSON TREATMENT DURING PREGNANCY. 

Poul Kuhnel refers to the wonderful results upon the incidence of con- 
genital syphilis from treating infected mothers with salvarsan, and quotes the 
writings of Boas, Gammeltoft and Kristjanssen. In spite of the untoward 
results reported by the writer he takes the uncompromising stand that every 
pregnant woman who is syphilitic is to be treated systematically, whether 
the case is actively sero-positive, or latent and sero-negative. As a reason 
for this standpoint he quotes the paper by Klaften published in Archiv fur 
Gynakologie, Vol. 135, 1929 which shows conclusively that the children of 
mothers so treated are not born syphilitic. 

It must be kept in mind that treatment is primarily aimed at the child 
and should involve no risk to the mother. In 1920 the so called Salvarsan 
Commission of Cologne was appointed to inquire into the question of risk. 
The results were published by Meirowsky in Deutsche Mediz. Wochen., Bd. 
16, 1920. According to this report there were 12 deaths per 225 to 
780 injections of alt-salvarsan, sodium-salvarsan, and neo-salvarsan, i.e. one 
in 18,185. When alt-salvarsan was used the rate was one in 13,000; with 
sodium-salvarsan, in doses of more than 0.60 gramme, it was one in 1,250, 
but in smaller doses it was one in 20,000. With neo-salvarsan the rate was 
even higher; being, with doses of more than 0.60 grainme, One in 3,000, and 
with smaller doses one in 32,550. According to these findings the risk with 
doses below 0.60 gramme is very slight. 

Although in the practice of Kristjanssen (1927) large doses, averaging 
four or five grammes, and in one case 11.25 grammes, were given without any 
instance of harmful result to the mother; the occurrence of trouble elsewhere 
has led to the general lowering of the dose for pregnant women because of 
the reports, from other centres, of deaths of very serious salvarsan intoxication 
in pregnant women. 

On examination of the literature of these cases the writer has come across 20 
cases of death from salvarsan treatment. In addition he reports three 
further cases, two from the Dermatological Department and one from the 
Lying-in Department of the Rigshospital, Copenhagen. 

The writer describes in detail the fatal case observed in 1931, because he 
considers it is typical of such cases. The patient had been infected with 
syphilis 18 years before, and had given birth to one stillborn and one living 
svphilitic child. When she was seven months pregnant for the third time 
treatment was begun. At first injections of bismuth were used; neo- 
salvarsan, 0.45 gramme, was then given without untoward result, the dose 
was increased to 0.6 gramme four days before admission to hospital. She 
complained of feeling ill at once, and her temperature rose to 40°C. This was 
followed by great restlessness and a further rise of temperature to 41°C. 
Subsequently she became comatose and cyanotic without any trace of 
jaundice. The pupils were inactive and Babinski’s sign was present on each 
side. After admission she showed increasing respiratory difficulty, and death 
occurred with a terminal generalized convulsion. 

Post-mortem examination showed sub-acute nephritis imposed upon a 
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chronic condition, degerative changes in the liver with necrosis and haemor- 
rhage, mucopurulent bronchitis, and numerous petechial haemorrhages in 
the brain. The author gives a table of comparison between his case and 
those reported by other writers, and from these comes to the conclusion that 
treatment involves far greater risks in the second half of pregnancy than in 
the early months; in no case did the total dose exceed two grammes, and the 
symptoms came on within two or three days of the last dose. The prognosis 
is hopeless, the pathological findings always including haemorrhagic encepa- 
litis. 

The dosage recommended is 0.15 to 0.30 gramme weekly; the total dose 
should not exceed five grammes. 


CaRDIAC INSUFFICIENCY INDUCED By THE SUPINE POSITION. 

Ahltorp describes the case of a patient with a small pelvis who began 
to have curious signs of cardiac insufficiency when she lay on her back in the 
latter half of pregnancy. Within a few minutes of lying on her back her 
face became pale and she felt ill. There was a great fall of the blood-pressure, 
extreme dyspnoea and increase of the pulse-rate until it could no longer be felt. 
A change of position which involved raising the uterus from the posterior 
abdominal wall invariably relieved the condition within a few minutes. After 
delivery by Caesarian section there was no recurrence in any position. 

The suggested causes for the condition were: (1) Abnormally high dis- 
placement of the diaphragm. (2) Shutting off of the inferior vena cava by 
the pressure of the uterus, with resulting shutting off of blood from the 
heart. (3) Reflex action of the heart as a response to stretching of the 
lower uterine segment. : 

In treating the patient for an attack she should be turned on her side. 

R. H. B. Adamson. 
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Royal Society of Medicine. 


The Annual General Meeting of the Section of Obstetrics and Gynae- 
cology of the Royal Society of Medicine was held on Friday, May 1oth, 
1933, at 8.30 p.m. Mr. J. P. HEDLEy, the president, was in the Chair. 


Mr. C. D. LocHRANE showed two specimens. 
(1) STRUMA OvarIl. 

The specimen consisted of microscopic sections, of which microphoto- 
graphs were demonstrated on the epidiascope, taken from a multilocular 
cystic tumour of the right ovary of a nullipara aged 43 years. The tumour 
kad the naked-eye appearances of atypical pseudo-mucinous cyst in which 
anything resembling a dermoid process was not demonstrable. The sections 
taken from the only solid area of any size, showed appearances suggestive of 
embryonic thyroid tissue, and, in parts, very irregular mitosis. 

(2) RHABDOMYOSARCOMA OF THE CORPUS UTERI. 

A uterus, with both appendages, removed from a patient aged 56, and 
microscopic sections were shown. 

The patient attended hospital on account of severe uterine bleeding 
which had begun three years after the menopause. A friable ovoid mass 
was found protruding from the cervical canal. This was removed at opera- 
tion, leaving the uterus as large as a 10 weeks’ pregnant organ, from the 
cavity of which thickened endometrium was removed by curettage. Micro- 
scopic sections of the material did not, on this occasion, provide evidence 
of malignancy, but recurrence of bleeding, six weeks later, led to further 
investigation. Polypoid masses had re-formed in the uterus, and micro- 
scopic sections of one of these showed the typical structure of a rhabdo- 
myosarcoma. Radical abdominal hysterectomy was performed: there were 
not any signs of recurrence 11 months later. 

Mr. Lochrane demonstrated microphotographs, projected by the epidia- 
scope, in which cross-striation in the muscle bundles was abundantly evi- 
dent. These sections had been stained by Haidenhain’s iron-haematoxylin 
process. He claimed that this specimen belonged to the rare sub-group of 
the mixed tumours, as classified by Wilfred Shaw, in which the common 
feature was a stroma largely of sarcomatous type but containing other cell 
elements of a type normally alien to the organ involved. He compared the 
clinical history of this case with those of the few instances of tumours of 
a similar nature which had been recorded, and discussed the possible histo- 
genesis of the neoplasm. 

Mr. D. H. MacLeop said that he had shown two cases of struma ovarii 
at a meeting of the Section last year. In one of these, in which the typical 
appearances of colloid thyroid tissue was seen, the presence of iodine had 
been demonstrated by chemical methods. He would be interested to hear 
if this reaction was obtained in Mr. Lochrane’s tumour. 
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PROFESSOR BLAIR-BELL said that he was very sceptical about the 
nature of the supposed thyroid tissue in Mr. Lochrane’s case. He agreed 
with Mr. MacLeod that the demonstration of iodine was essential. He 
would even insist that thyroxin must be identified and the absence of 
pseudo-mucin noted. He was also much interested in the specimen of 
rhabdomyosarcoma of the uterus, as he had himself brought the first case 
of this nature in this country before the Section in 1912. Mr. Lochrane had 
discussed the origin of the involuntary muscle fibres which were a feature 
of the tumour. The speaker and the late Professor Ernest Glynn had 
regarded these as embryonic muscle cells from which the striated muscle 
fibres originated. When it was recalled that striated and plain muscle arose 
from a common mesodermal embryonic type the appearance of the striated 
form was not difficult to understand. Whereas malignant neoplasia was a 
process of de-differentiation, differentiation in a mixed-celled sarcoma, which 
was extremely malignant, was found here. 


Dr. HERBERT SPENCER read 


A REVIEW OF 658 OVARIOTOMIES. . 

He remarked on the paucity of personal records of complete series since 
Spencer Wells published in 1882 his ‘‘ One Thousand Ovariotomies,’’ with a 
mortality of 23.2 per cent. Dr. Spencer had published his first 50 cases, 
in 1893, with one death; but in his complete series there were 35 deaths, 5.3 
per cent, 12 of which occurred after the removal of malignant or suppu- 
rating tumours. Dr. Spencer emphasized the importance of entering the 
particulars in an analysis-book by the operator immediately after the opera- 
tion and recovery or death of the patient. No patient was discharged from 
hospital or nursing home before the twenty-fourth day after operation. As 
an illustration of the influence on statistics of early discharge from hospital 
or nursing home, he stated that of the 35 deaths, one occurred from syncope, 
on the twenty-second day; two, from embolism, on the twenty-fourth day; 
one, malignant, on the thirty-fourth day; and one, from cachexia, five 
months after operation. The youngest patient was aged 14, the oldest 82; 
11 patients were more than 70 years of age. Sixty-three cases associated 
with pregnancy had already been published in detail. | Adhesions were 
present in 448 cases; torsion of the pedicle in 85; 12 tumours had been 
tapped before operation. There were 33 benign ovarian tumours, in addition 
to 17 malignant cysts, which were papillomatous; 66 were dermoids, 20 
ovarian fibroids, 18 fibromata, two adenofibromata, 45 were parovarian 
tumours, eight complicating pregnancy, 63 tumours were suppurating, 67 
malignant, of which six were sarcomata and two endotheliomata. The pro- 
portion of malignant tumours was just over to per cent. Dr. Spencer 
thought that the proportion, 20 to 25 per cent, often stated in textbooks 
was exaggerated, and that the error was due to mistaking benign for malig 


nant papilloma, and fibroma for sarcoma. He had removed tt benign papillo 
matous Ovarian tumours, which, after cocliotomy, had been declared by ex 


perienced gynaecologists to be inoperable and mostly malignant; and as a 


result of a personal experience of this kind, if a patient with a tumour, sup 
posed to be malignant, was found to be 


in fair condition two years later, 
he advised the operator to believe, with him, that a mistake had been made, 


and remove the tumour. In Dr. Spencer’s opinion all benign tumours could 
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and should be removed. With regard to malignant tumours he was of the 
opinion that many of these could be removed with advantage, even in 
presence of secondary growths. Cases in support of this opinion were 
mentioned; such as patients with cancerous tumours who remained well for 
six and seven years after unilateral removal; a patient well for four years 
after the removal of cancers of the ovary and breast; and a patient with 
pseudomyxoma ovarii et pertonei, who survived four operations, and died 
of cardiac disease 17 years after the first operation. 

A note-book with details of the cases was exhibited. 

Mr. GREEN-ARMITAGE reminded the Section that he had _ published 
in 1930 the findings and results of 547 consecutive operations for ovarian 
neoplasms. He was of the opinion that the incidence of malignancy was 
greater than Dr. Spencer had indicated, to per cent, for in his series micro- 
scopically malignant tumours amounted to 21.4 per cent, a figure which 
approximated more nearly to the statistics of Doderlein and Lippert. He 
also considered that the chances of recurrence in the opposite ovary in cases 
of papilliferous tumours was greater than Dr. Spencer had suggested. In 
recent years, when there was ascites and an extrinsic type of papillary 
tumour in one ovary, he removed the uterus and both ovaries. He had 
found pulmonary embolism a very rare complication in clean cases, since 
he had insisted on breathing exercises and active movements of the limbs 
and chest. 

Mrs. IvENS-KNOWLEsS stated that, in a case of bilateral dermoid ovarian 
cysts associated with a five months’ pregnancy, she had adopted the enu- 
cleation recommended by Dr. Spencer. The pregnancy continued and men- 
struation returned normally. Twenty years later, however, carcinoma of 
the right ovary had developed. This unfortunate sequel to a successful 
operation had made her doubt the safety of the procedure. 

Mr. LocHRANE stated that he had experienced the grave complication 
of pulmonary embolism in his cases in spite of deep breathing exercises and 
early active movements. 

Dame LoutIs— McILroy and Mr. CLirrorD WHITE also took part in the 
discussion. 


Dr. HERBERT SPENCER, in reply, referring to Mr. Green-Armitage’s prac 
tice of removing both ovaries in cases of pipilloma of the ovary, said that 
the advantages of leaving one ovary, or even part of an ovary, were so 
great that he preferred to take the risk of the development of papillomata 
on the other side. Dr. Ivens-Knowles’s experience would not affect his beliet 
in the soundness of the practice of enucleating dermoid cysts. He did not 


agree with Mr. Green-Armitage that suppuration never occurred in dermoid 
cysts. He had met with it four times in 66 cases. He would, with Mr. 
Lochrane, express his mistrust of facile statements about methods to avoid 
pulmonary embolism. 


NORTH OF ENGLAND OBSTETRICAL AND GYNAECOLOGIC: 
SOCIETY. 


A meeting of the North of England Obstetrical and 
Society was held on March 31st, 1933 
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Dr. A. A. GEMMELL described a case of 


AcuTE YELLOW ATROPHY PROBABLY DUE TO QUINOPHAN POISONING. 

The patient was a married nulliparous woman, aged 27. She had had 
scarlet fever in childhood and an attack of diphtheria in April, 1931. 
During September, 1931, she commenced to have choreiform movements in 
her left arm, and on that account had her tonsils removed in November 
1931. Following the tonsillectomy quinophan was administered. She 
received seven and a half grains morning and evening, every alternate day, 
and had a saline laxative each morning. Vomiting commenced on Decem- 
ber 8th and the last menstrual period was on December 25th. When she 
missed her menses in January 1932 the vomiting became more severe and 
the dose of quinophan was reduced to seven and a half grains each 
alternate day. Slight jaundice was first noticed late in February, 1932, and 
the administration of quinophan was then stopped. At the beginning of 
March, 1932, the jaundice became generalized and the vomiting severe. 

She was admitted to hospital on March 20th, 1932, at that time she was 
suffering from deep generalized jaundice and was vomiting almost every- 
thing she ate. There was some oedema of the ankles but this was stated 
to be less than it had been. She was slightly drowsy. The hepatic dullness 
was diminished but the spleen and kidneys were not enlarged. The urinary 
output was diminished and examination showed the urine to contain much 
albumin. She was put on eliminative treatment and her diet was restricted 
to fluids. She did not vomit during her first 24 hours in hospital. 

The next day her blood-pressure was 132/64. The blood-count showed 
3,400,000 red blood-corpuscles, with very few abnormal cells, and 14,700 
white blood-corpuscles, 73 per cent of which were polymorphonuclear cells. 
The haemoglobin was difficult to estimate, but was about 70 per cent. 


The non-protein nitrogen of the blood was 29 milligrammes per cent; the 
Vandenbergh reaction was strongly positive, both directly and indirectly. 
Microscopic examination of a catheter specimen of urine showed granular, 
hyaline and epithelial casts. Her temperature was normal throughout and 
her puse-rate varied between 84 and 100. 


On the 22nd March her condition was worse; she was taking plenty of 
fluid and vomiting less, but the jaundice was more marked. She was 
much weaker and more drowsy. On the 23rd March there was some 
evidence of impending miscarriage, and the patient was weaker; it was 
decided to empty the uterus immediately. This was done, with gas and 
oxygen anaesthesia, by abdominal hysterotomy. There were about two 
pints of ascitic fluid in the abdomen; the uterus and decidua were 
stained with bile. The appearance of the decidua was most unusual, for 
it was exactly like jelly, and very difficult to separate from the uterine 
wall. Her general condition was satisfactory immediately after the opera- 
tion, but during the night she became alternately restless and drowsy; 
she died. 

Post-mortem the liver weighed one and a half pounds and, microscopic- 
ally, presented the appearance of almost complete necrosis. Portions of 
the liver were examined chemically for evidence of quinine. None was 
found but this might be due, either to its having been completely excreted 
some time before death (for it will be remembered that the administration of 
quinophan was stopped about the middle of February), or to the liver being 
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so disorganized that it had been unable to absorb any in the latter part 
of the illness. 

Toxic symptoms produced by quinophan may be of two types, affect- 
ing either the skin or the liver. The conditions of patients who develop 
cutaneous manifestations is not serious unless they are accompanied by 
hepatic damage. The Sherwoods are of the opinion that neither the length 
of time over which the drug is administered, nor any dose save an 
excessive dose, appears to predispose to the onset of toxic symptoms. The 
re-administration of the drug, even in smaller doses, after the disappearance 
of toxic symptoms causes there re-appearance. 

Ninety-two cases of poisoning with drugs containing a quinoline double 
ring have been traced in the literature. On six occasions the sex is not 
stated, but 57 cases occurred in women, with 23 deaths. Among the females 
24 were of child-bearing age, and of these seven died. In only one’ case 
(Rabinovitch), besides the cases now recorded, was the patient pregnant. 
Thus, of 25 women of child-bearing age, two were pregnant, i.e. eight per 
cent. Dr. Stallybrass, the senior assistant Medical Officer of Health of 
Liverpool, informs me that in this city about six per cent of women of 
child-bearing age are pregnant at any given time. These figures are so 
close that there cannot be any significance in the effect of pregnancy on the 
development of toxic symptoms. 

Dr. BRENTALL criticized the method of evacuation of the uterus by 
abdominal hysterotomy. He thought that vaginal hysterotomy caused 
much less shock, and he had successfully done this in a case of yellow 
atrophy. 

Dr. Stacey did not think that any case had been made out for quinophan 
poisoning. He thought that this was an ordinary one of acute yellow 
atrophy of pregnancy. 

Dr. Gemmel in reply, said he considered abdominal hysterotomy the 
quickest and best operation. In reply to Dr. Stacey’s criticism, he wished 
te point out that the vomiting had commenced before the commencement of 
the pregnancy, and had increased early in pregnancy. He also pointed 
out that many observers had found that the symptoms of quinophan 
poisoning might come on some weeks after the administration of that drug 
had been stopped. 


Dr. M. M. Datnow showed a specimen of 

COMPLETE ABSENCE OF BoTH KIDNEYS AND OF THE LOWER PART OF THE 
BOwEL IN A FOETUS Born ALIVE. 

I present this specimen on account of its rarity. The baby, was delivered 
normally on the 1oth February, 1933, after labour lasting for three hours. The 
mother was a healthy woman, aged 24. Her menstruation commenced 
at 18 and the cycle lasted for seven in every 28 days, the last menstrual 
period began on the 4th May, 1932. She had had one previous child 
delivered with the forceps in 1929. It was healthy. She attended the ante- 
natal clinic regularly and was normal throughout pregnancy. 

At birth, the baby breathed and cried normally, but was very blue. 
This blueness persisted and increasd until it died 30 hours later. The 
abdomen was normal. The external genitalia were normally developed and 
the right testis was present in the scrotum. The anal opening was absent, 
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There were no other gross abnormalities except that the big toe of the right 
foot was separated from the other toes and resembled that of the ape. 

The questicn of colostomy was considered and it was decided to wait 
24 hours because there was grave doubt whether the baby would survive 
owing to its blue appearance. the fact that it would not suckle, and there 
were no signs of intestinal obstruction needing urgent relief. 

At the post-mortem examination we found that the lower part of the 
colon, rectum and anus were absent. The lower end of the bowel terminated 
in the bladder, which was only represented by a thick fibrous cord. The 
ureters could not be traced into it. On investigation it was found that 
both kidneys were absent, and the renal blood-vessels could not be found. 
The suprarenal capsules were normal. All the other organs were normal. 

The study of the development of the genito-urinary apparatus divides 
itself into four parts. (1) The development of the excretory glands and 
their ducts, the kidneys, renal pelvis and ureters. (2) The development of 
the reproductive glands and their efferent ducts, the testes, ductus deferens, 
seminal vesicles and ejaculatory ducts. (3) The development of the uro- 
genital union. (4) The development of the sinus uro-genitalis and, in con- 
nexion with this, the development of the external genitalia. 


The Development of the Excretory Glands and Their Ducts. 

Three organs, pronephros, mesonephros and metanephros, are developed 
in succession. To each of these organs is apportioned a period of develop- 
ment. Each new excretory organ supplants its predecessor. The last to 
develop, the metanephros, becomes the permanent kidney. The pronephros 
and most of the mesonephros disappear. The lesser portion of the mesone- 
phros enters into the service of the reproductive apparatus and_ is 
permanently retained in this new connexion. It appears that the renal 
artery is a persistence of one or several of the mesonephric arteries which 
arise from the aorta. 


Cloaca, Bladder, Urethra and Uro-Genital Sinus. 

The rectum, bladder, urethra and uro-genital sinus are formed by a triple 
division of the cloaca. The first division completely separates the dorsal 
third of the cloaca, or the rectum; the ventral two-thirds of the cloaca 
are divided by a second incomplete division into the bladder, urethra and 
uro-genital sinus. 

The cloaca is the part of the posterior bay which lies caudal to the 
point where the allantois is given off. Into it the hind-gut and the 
allantois open from above. The cloaca comes into contact and fuses with 
the ectoderm of the surface of the body. An examination of this baby 
shows: (1) A complete absence of the parts developed from the metanephros 
and mesonephros. (2) An absence of the posterior part of the cloaca. (3) 
Normal development of the suprarenal glands. (4) No interference with 
the gonadal development. 


Although babies often pass water as soon as they are born and frequently 
large quantities of urine are found in foetal bladders post-mortem, the 
modern view is that the kidneys do not function, to any great extent, 
during foetal life, excretion being performed by the placenta. The foetal 
urine cannot be responsible for any great addition to the liquor amnii, 
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Reading some of the older publications, one is struck by the fact that 
congenital absence of both kidneys is an extremely rare condition, and there 
are apparcr:itly very few authentic cases of a child having been born alive 
with no kidneys. Gould and Pyle (Anomalies and Curiosities of Medicine, 
W. B. Saunders & Co., 1901) state that there do not seem to be any authentic 
cases of complete absence of the kidneys except in the lowest grades of 
monstrosities. 

J. W. Ballantyne (Ante-Natal Pathology, William Green & Sons, 1904) 
states ‘‘ that absence of both kidneys is incompatible with post-natal life, 
of any but the shortest kind, unless indeed we accept Moulon’s case of 
a young girl of fourteen years as a genuine instance.’’ A footnote is 
added suggesting that possibly the kidneys were misplaced and not absent. 

Ballantyne also quotes a specimen of Mayer’s of a stillborn full-time 
male infant which appears to be similar to his baby. Arthur E. Giles in 
1892, and Rissman in 1892, both report cases similar to this one. Both 
these cases are quoted by Dorland in the American Journal of Obstetrics 
und Gynecology, \xxix, 474. 

The deficiency of the bowel is not an uncommon occurrence. 

To sum up, the interesting points are the normality of the pregnancy; 
The amount of liquor amnii apparently was normal;:a live child was born 
and survived for several hours without any kidneys or excretory tissue 
of any kind. 


Dr. T. N. A. JErrcoate showed a specimen of 
PSEUDO-HERMAPHRODITISM IN A FOETUS. 


This specimen may be anatomically classified as an example of external 
female partial tubular hermaphroditism. 

The mother of the child was 28 years of age and had had two previous 
confinements, both had been normal. The third pregnancy and labour 
were normal; although labour began at the thirty-sixth week. The foetus 
was stillborn; it weighed 2,075 grammes, its length was 18!, inches. The 
following abnormalities were disclosed at a routine post-mortem examina- 
tion. The external genitalia are male in type, they consist of a rugose, 
sac-like structure with a medium raphe, indistinguishable from a scrotum. 
A large phallus, lying immediately: anterior to this, closely resembles a 
penis. The anus is imperforate and the position it should have occupied 
is denoted by a slight depression. So typically male are the external 
genitalia that the sex of the foetus was never questioned until, on opening 
the abdomen, a uterus didelphys was found. Each half of the uterus is 
well developed and has a normal appendage in association with it. Histo- 
logical examination of the gonads proves them to be ovaries. The infundi- 
bulo-pelvic ligaments, and round ligaments can be seen on either side, 
but the pouch of Douglas is not present. The rectum, grossly distended 
with meconium, ended in a fibrous structure which runs forward, between 
the two horns of the uterus, to fuse with the posterior wall of the bladder. 
The latter organ is tubular in shape and the urachus is patent as far as 
the umbilicus, neither ureteral nor urethral orifices are present. A sound, 
inserted into the bladder, passed with comparative ease into the rectum, 
this finding inferred the existence of a cloacal condition. Originally, 
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however, there was no meconium in the bladder so that it is probable that 
a very thin uro-rectal septum was present and that it was inadvertently 
broken down during examination. External urethral and vaginal orifices 
are not to be seen; a dissection has not been made to determine whether 
the vagina is present in its upper part. 

Both kidneys are absent, but the suprarenal glands can be seen, on 
either side, in their normal position. These glands are more oval in shape 
than usual and are slightly increased in size. This enlargement is more 
noticeable in the right adrenal gland than in the left. After fixation the 
right suprarenal gland measures 4% x 3 x I centimetres, while the 
dimensions of the left are 4 x 3 x I centimetres. According to Goldzieher 
these measurements are within normal limits, but they are certainly greater 
than those of any normal foettis which have been measured in the Depart- 
ment of Obstetrics in the University of Liverpool. 

Microscopical sections of these adrenals provide an interesting study. 
There is very little medulla to be seen and the sections consist chiefly of 
cortical tissue. The zona glomerulosa is very thin, the zona fasciculata 
slightly thicker, while the zone reticularis is very wide. The comparative 
scarcity of medullary tissue is normal in the foetal adrenal (Goldzieher). 

The cells of the reticular layer contain an abundance of pigment granules, 
these are far more obvious in the right suprarenal gland than in the left. 
In sections stained by haematoxylin and eosin the granules are pale brown 
in colour, they vary considerably in size. A few cells appear to be 
homogeneously pigmented rather than to contain discrete granules. 

The histological picture of the foetal suprarenal glands is difficult to 
interpret since many variations, all within normal limits, may be seen. 
Moreover, the relative thickness of the individua] layers of the cortex 
depends on the part of the gland from which the section is taken. In this 
case, however, there seems no doubt that the cortex is composed entirely 
of the cells of the zona reticularis and that these are heavily pigmented. 
According to Rogoff, although many types of granules are found in the 
medulla and cortex of the adrenals of adults, the pigmented ones are 
usually confined to the cells of the zona reticularis. The significance of 
these bodies is still a matter for dispute, but most authorities agree that they 
are not normally present in the foetus and that they are rarely seen until 
puberty, or even later. It has been suggested that their presence may 
depend on the functional activity of the cortex, and Rogoff states that an’ 
increase in pigment is one of the features of hypertrophy. 

In 1932 Broster, Hill, and Greenfield described three cases in which 
unilateral adrenalectomy was performed in women in whom there was a 
tendency to masculinity. One of their patients was a pseudo-hermaphrodite. 
In all cases the suprarenal glands were hypertrophied and_ the description 
of the histological changes is worthy of note. These writers found that 
there was very little medullary tissue, and that the zona reticularis was 
increased to about four times its normal thickness, whereas the dimensions 
of the other cortical zones were normal. In addition, they found an 
extensive deposit of the pale-brown pigment granules in the cells of the 
reticular layer. 

In conclusion, therefore, it seems justifiable to state that in this foetus 
there is hypertrophy of the cortices of the suprarenal bodies, especially of 
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the right. This overgrowth is limited to the zona reticularis. The 
occurrence of the pigment granules is abnormal, and is strong evidence in 
favour of the existence of hypertrophy and over-activity of the glands. 

The changes in the adrenal glands are doubtless responsible for the 
masculine appearance of the external genitalia, and, adopting the classifica- 
tion of Broster, Hill, and Greenfield, the case is one of adrenal pseudo- 
hermaphroditism, that is, the most complete form of the adreno-genital 
syndrome. 
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Professor BLAIR-BELL was very interested in the question of adrenal 
changes in hermaphroditism. He considered that if adrenal hyperplasia 
occurred during foetal life, hermaphroditism resulted. He wondered why 
the suprarenal cortex was relatively large in foetal life. He thought that 
in all probability it decided the question of sex. He referred to Professor 
Lilley’s case. He had shown an hermaphrodite cow as the partner of a 
bull twin. In this case the placental anastomosis had allowed the endocrine 
secretions of the male twin to influence the female calf. In several her- 
maphrodite girls between the ages of eight and 14 years on whom he had 
operated, he had palpated the suprarenal bodies but had never felt any 
enlargement. He thought it was still essential for all abnormal foetiis to be 
dissected most carefully. 


Mr. LEYLAND ROBINSON read a paper on 
PERINAEORRHAPHY. 


The object of plastic vaginal surgery is two-fold, the repair of damaged 
structure and the restoration of lost or impaired function. Although both 
are essential to success, the relative importance of these factors varies in 
different parts of the body. In plastic surgery of the face aesthetic con- 
siderations are paramount, whereas in operations upon the limbs and joints, 
the claims of functions are supreme. It is of course difficult to conserve 
function or to make a satisfactory repair of damaged structure by methods 
which do not conform to sound anatomical principles, but this does not 
mean that the interests of morphology and physiology are necessarily the 
same. Gynaecology is not concerned with aesthetics, except in so far as 
it must always be the aim of the surgeon to reproduce the natural conforma- 
tion of displaced and injured tissues, but all gynaecological operations are 
greatly influenced by the necessity for conserving the delicate functions 
of the reproductive organs and the birth canal. Many operations are 
directed primarily to the repair of injuries sustained during childbirth 
and are essentially anatomical in character, but in all perinaeal, and 
especially in vaginal work, it is possible to over-estimate the importance of 
structural defect and to over-correct a deformity. In these circumstances 
good mechanical results are obtained only by sacrificing the functional 
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capacity of the operation area. By lengthening the perinaeum and 
narrowing the vagina, prolapse may be permanently cured, but the removal 
of too much tissue will be followed by sertous impairment of the sexual and 
reproductive functions, so that the patient merely exchanges the symptoms 
of prolapse for those of dyspareunia or future sterility. It is equally possible 
to err in the opposite direction and to conserve function at the expense of a 
satisfactory mechanical result. The surgeon must seek a via media which 
inclines towards the functional needs of the patient in.the case of young 
married women and turns in the direction of morphology in older women 
and widows. The best results are obtained by restricting the sacrifice of 
tissue and the degree of mechanical correction to the minimum compatible 
with the relief of symptoms, but the exact amount of interference must be 
determined by the age of the patient, her marital duties, and the prospect 
of future childbearing. The principles of the Manchester method, as 
originated by Donald and developed by Fpthergill and other workers of the 
Manchester school, conform to the demands of both structure and function, 
and the general results obtained by a great number of different operators 
demonstrate the soundness of the methods underlying this technique. With 
these methods the writer is in complete accord, and the present communica- 
tion is not concerned with principles, but with certain refinements of 
technique which facilitate the reconstruction of the perinaeum and increase 
the general effectiveness of colpo-perinaeorrhaphy. 

Scope of communication. The writer is of the opinion that in operations 
on the perinaeum and vagina, the vulva has been neglected. This structure 
has been regarded merely as an aesthetic appendage to the anatomy of the 
area, and its functions have been overlooked or forgotten. Many authors, 
including the late Dr. Fothergill, do not pay any special attention to the 
vulva in describing their operations for the repair of the vagina and 
perinaeum. Fothergill, in the system, Vol. II, p. 680, says, ‘‘Pick up the 
points in the margin of each labium minus, which on being brought together 
will form a suitable anterior limit for the new perinaeum.’’ Fothergill’s 
diagrams, and indeed most of the plates illustrating the technique of this 
operation by other authors, show an incision and describe operative steps 
which definitey preclude any attempt at true reconstruction of the vulva. 
Vulvo-perinaeorrhaphy as a deliberate undertaking would seem to be an 
uncommon procedure, and its merits do not appear to have received the 
attention they deserve; this paper is intended to emphasize the important 
functions of the vulva and the advantages of combining vulval repair with 
conventional perinaeorrhapy. 

Plato, in his Tinaeus, says: ‘‘The vulva and matrix of woman is also 
an animal after generation which being baulked of its desire for any length 
of time is so enraged at the disappointment, that it wanders up and down 
through the body obstructing the circulation, stopping the breath, producing 
suffocation and all manner of diseases.’’ Plato’s pre-Freudian views are 
unnecessarily advanced for the purpose of this paper, but they form a 
corrective to the theory that the vulva is merely of morphological interest 
and has no physiological importance. Whatever the general psychical 
significance of this structure may be, it has a definite local value, for the 
labia act as a buffer which insulates the genitalia from the outside world 
and protects the clitoris, nymphae and vaginal walls from the effects of 
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trauma and infection. In nulliparae, the labia majora remain in contact and 
their line of apposition forms a natural barrier between the vaginal walls 
and the skin and clothing of the patient. The mucous membrane of the 
vagina is thereby protected from invasion by organisms derived from the 
skin, and so long as this natural barrier remains intact, and no direct infec- 
tion is introduced from without, it is difficult for pathogenic organisms to 
effect an entry into the vaginal passage. On the other hand, when the 
vulval orifice is enlarged and patulous as a result of birth trauma or 
prolapse, a state of ectropion vaginae is set up and this condition, like that 
which is found in the eyelid, expose the mucous membrane to the ‘unusual 
environment of the outside world, and thus renders it vulnerable to both 
injury and infection. The deformity, ectropion, has no direct mechanical 
effect upon the position or supports of the vagina and uterus; indeed it 
may be found immediately after an extensive and otherwise satisfactory 
perinaeal repair, but the presence of this condition indicates that the 
protection afforded by the apposition of the labia majora has been lost, 
and that infective vaginitis is almost certain to be present. This infective 
condition gives rise to bearing down sensations which closely simulate the 
symptoms produced by prolapse, and hence the subjective sensations may 
persist after the descent itself has been cured. On the other hand, a certain 
amount of vaginal and uterine prolapse will remain unnoticed by the patient 
so long as the bulging of the vaginal walls is protected from pressure by 
an intact vulval barrier. 

In my experience, the degree of discomfort produced by prolapse depends 
as much upon the severity of the associated infection as the amount ot 
descent, and it is not uncommon to find, especially in elderly women, a 
minor degree of descent with bearing down sensations of great intensity. 
In such cases conservative treatment by antiseptic methods may resolve 
the infection and relieve the symptoms, whereas operations directed solely 
towards replacement of the uterus and vaginal walls are not always 
curative. The operation may be an apparent success from the technical 
point of view, but the symptoms will persist or rapidly recur unless the 
natural protection afforded by an intact vulva has been restored to the 
patient. 

Anal reconstruction. Little need be said to commend the advantages to 
be derived from a successful repair of the anus and rectum in those cases 
in which the sphincter has been ruptured or a fistulous communication has 
been established between the rectum and vagina. The index of a good 
functional resuit is the capacity of the patient to retain flatus and to control 
its passage by the voluntary efforts of the new sphincter muscle. Here 
again, although the functional result is the main issue, morphology cannot 
be neglected, because success is rarely achieved by operations which are 
not carried out on a definitely anatomical plan. The operation of perinaeor- 
thaphy, therefore, is one which involes a careful study of- both function 
and structure. The procedure to be truly successful must include the 
repair of .structural injuries sustained by the patient, the restoration of 
the normal contour of the perinaeal region, and the reconstruction of the 
sphincter mechanism and vulval buffer; and finally the operation must not 
interfere with the functions of sex, reproduction, or defaecation. 

I propose to illustrate the various points by describing my own method 
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of performing an operation for the repair of a complete tear of the perineum. 

The steps of the operation are as follows: (1) The incision. (z)The 
mobilization of the bowel. (3) The repair of the rectal mucous membrane. 
(4) The definition of the sphincter ani muscle. (5) The suture of the recta: 
muscle. (6) The isolation and approximation of the levatores and muscles. 
(7) The repair of the vaginal wall. (8) The reconstruction of the perinaeum 
in two layers: (a) Superficial perinaeal tissues. (b) Vulval tissues. 

1. The incision. The ordinary incision recommended by most writers 
is one which picks up points which correspond behind to the free edges of 
the lacerated sphincter, and in front to the posterior margin of the labium 
minus. This incision in my opinion is wrong in two particulars: it substi- 
tutes points for natural curves and makes no provision for the reconstruction 
of the labia majora. In order to avoid these objections, I make the 
following incision, which is irregularly shaped, like the letter H, and extends 
from the anal region behind to an area, not a point, in front, which is 
external to the nymphae on each side. This restores the natural contour, 
prevents narrowing of the vulval outlet, and lengthens the vagina. A 
properly planned incision greatly simplifies the subsequent steps of the 
operation and eliminates the risk of dyspareunia. 

2. The mobilization of bowel. The second step in the operation is the 
isolation and mobilization of the injured rectum, upon which I lay great 
stress, for unless the bowel wall is freely mobilized, it is impossible to 
avoid some tension upon the stitches; the slightest tension will delay or 
inhibit the process of healing, and this is particularly undesirable when 
the rectal muscle is concerned, because post-operative spasm may occur to 
produce tenesmus and to increase still further the traction on the flaps. 
Mobilization of the rectum involves some dissection of the posterior vaginal 
wall, and this affords a favourable opportunity for the preliminary steps 
of colporrhaphy, which is completed at a later stage in the operation. 
After mobilization of the rectum, I pare the edges of the mucous membrane 
and muscle in a liberal manner, and remove all scar tissue however extensive 
this may be; the occurrence of free oozing from the pared edges, or the 
appearance of two spouting vessels at ‘the apex of the incision indicates 
that the avascular scar has been removed and that healthy tissues have 
been reached. When satisfactory mobility has been obtained, the edges 
of the mucous membrane are approximated with a continuous catgut 
stitch, care being taken on this occasion, and all subsequent steps of the 
operation, to avoid tying the ligatures too tightly. 

4. The definition of the sphincter ani. If the original incision is 
accurately planned, there will be no difficulty in picking up the divided 
ends of the sphincter muscle which lie immediately beneath the mucous 
membrane of the ana] canal; their position is generally indicated by dimples 
which form one of the landmarks of the operation area. The torn ends of 
the sphincter are picked up with a perinaeum needle and held, not tied 
at this stage, with one or two sutures of No. 3 catgut. Traction on the 
sphincter muscle elicits a characteristic snorting type of respiration which at 
once establishes the identity of the muscular tissue which has been picked up. 

5. The suture of ihe recta] muscle. This step consists in burying the 
continuous mucous membrane stitch of step three beneath a continuous 
Lembert suture, introduced into the overlying muscular wall of the rectum 
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and anal canal. This step is facilitated by traction between the untied 
stitches already inserted into the new sphincter, and a fresh suture specially 
introduced into the muscle at the apex of the rectal incision. Traction 
between these points throws into prominence a ridge on each side, which 
clearly indicates the correct site for the passage of the needle. After this 
layer has been completed, the sphincter ani muscle is tied and cut; one 
or two further sutures are passed through the 1ew anal muscle in order to 
reinforce the original stitch and complete the contour of this region. 

6. The isolation and approximation of levator muscles. For the con- 
struction of the new pelvic floor, some operators appear to regard special 
dissection of the levatores ani muscles as an unnecessary refinement. 

Fothergill’s opinion was, ‘‘It is not necessary to seek for the levatores 
ani or any other muscles. The fascial structures are sufficiently exposed 
in making the wound described. No object is gained by suturing muscle to 
muscle.’’ I disagree with this view, and personally pay considerable attention 
to these deep muscles. I use fibres derived from the ileo-coccygeal muscle, 
not from the pubo-coccygea!, which is more commonly associdted with the 
perinaeal body. These muscles embrace the rectum and are found at the 
lateral margin of the bowel running obliquely forwards and outwards. 
Their identity is readily established by their relation to the bowel and 
the direction of their fibres; approximation is obtained by four to six 
stitches inserted with a perinaeum needle which takes a good bite of tissue. 
A point of importance is the position of the most anterior stitch of this 
series which is passed not only through the levator ani muscles, but also 
through the mucous membrane of the vagina at this level. This special 
stitch obliterates the dead space which would otherwise exist between the 
new pelvic floor and the vaginal mucous membrane, and controls haemor- 
rhage by occluding the main radicles of the haemorrhoidal vessels which 
are exposed at this stage of the dissection. 

7. The repair of the vaginal walls. This consists in excising the 
redundant vaginal mucous membrane; the amount to be removed is generally 
small owing to the rarity of rectocoele in a complete tear of the perinaeum. 
Sometimes I put in a continuous stitch, but I usually break up the line 
of sutures once or twice in order to allow for drainage. 

8. The reconstruction of the perinaewm: (a) superficial perinaeal tissues; 
(b) vulval tissues. In the first place the deep levator stitches are tied 
and cut. Next a series of sutures, which include the superficial perinaeal 
muscles, the fractured ends of the bulb of the vagina, and the torn edges 
of the triangular ligament are inserted and tied. 

No attempt has been made to deal with these structures separately, 
since they are included in the one layer of sutures which are designed to 
obliterate the gap which is exposed between the new pelvic floor and the 
perinaeal body which is finally completed by the addition of a superficial 
vulval layer. The method of inserting the stitches which restore the vulva 
is exceedingly simple so long as the original incision has been correctly 
planned. These stitches are arranged in a symmetrical series which radiates 
cutwards from a central area which corresponds to the mid-point of the 
new perinaeal body. The surgeon finds by experience the requirements 
of each individual case, but the result in all is the same, namely, to 
restore the contour of the perinaeum, approximate and enfold the nymphae, 
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and produce an apposition of the labia which forms an obvious protection 
to the underlying genitalia. 

General principles. In addition to the points already discussed, I lay 
stress upon the following general principles: (1) Since it is difficult to 
obtain and impossible to preserve an aseptic field of operation in the 
presence of an open bowel, I always employ carbolic lotion, in a strength 
of one in 40, throughout the operation. (2) A deliberate attempt is made 
to eliminate all actual and potential spaces in the new perinaeum, for 
there can be no doubt that a blood-tight wound greatly reduces the risk 
of infection. (3) A special effort is made to secure haemostasis. (a) The 
uppermost deep levator stitch takes in lateral bites of tissue which embrace 
the haemorrhoidal vessels. (b) The ligation of all vessels is conscientiously 
carried out. (c) The avoidance of injury to the cavernous tissue in the 
region of the bulb, which is unlikely so long as the original incision is 
carried outside, and not inside, the nymphae. (4) The date of the opera- 
tion should be arranged so as to avoid the risk of menstruation during 
early convalescence. (5) Skilled post-operative care, including catheteriza- 
tion eight-hourly for the first four days. A fluid diet for one week. On the 
eighth day an ounce of liquid paraffin is given four hourly. On the ninth 
day an ounce of castor cil is given and ar enema of olive oil, if necessary. 

Professor MILEs PHILLIPs thanked the President for his excellent paper. 
He had made one great point at least and many smaller points. 

Professor DouGAat also offered his congratulations. He thought restora- 
tion of function most important. He thought that Professor Robinson’s 
view that the incision should be made outside the labia was important and 
sound. 


Miss NICHOLSON and Professor DIBLE described a case of 
Gas-GANGRENE DURING LABOUR. 


Mrs. C., aged 43, the mother of 14 children, was admitted to the 
Liverpool Maternity Hospital with a history of bleeding twice during 
the last five hours; she had lost about a cupful of blood. Her general 
condition was good, temperature 97.6°F. pulse-rate 90. The ankles were 
slightly swollen; the urine did not contain albumin; she did not complain 
of headache. She was 34 weeks pregnant; the vertex was presenting; it was 
freely moveable; she was slightly tender in the right iliac fossa; the uterus 
was not contracting; the foetal heart-sounds were heard. The os was 
one finger dilated, the membranes unruptured and the edge of the placenta 
felt on the left, half an inch above the internal os. The membranes were 
ruptured artificially and a binder was applied to the abdomen. MHaemor- 
rhage did not occur after this. 

Because labour had- not started next day, she was given two doses of 
a quarter of a centimetre of pituitrin without effect. This was followed, 
the next evening, by two doses of quinine, after which labour began, i.e. 
48 hours after artificial rupture of the membranes. She was normally 
‘delivered in four ‘hours of a stillborn child, weighing four pounds. The 


‘placenta followed in half‘an hour with four ounces of retro-placental 
“blood-clot. 


The temperature, pulse-rate, and general condition were normal until 
two and a half hours after the commencement of labour, when she had 
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a rigor, vomited, complained of buzzing in the ears, and became restless 
and excitable. The foetal heart-sounds, till then audible, were no longer 
heard. ‘These symptoms were attributed to the quinine. Her temperature 
then rose to 101.4°F., and her pulse-rate to 104. A few hours later she 
was jaundiced and vomiting, the temperature, pulse-rate and respirations 
were all increased, the edge of the liver was palpable. Her condition 
rapidly became worse, and when we saw her that evening she was conscious 
and sensible, but very restless and distressed, panting for breath, her skin 
was deeply suffused, almost a copper colour, and her conjunctivae were 
injected. The abdomen was slightly distended and tympanitic, the uterus 
was tender but well contracted, the lochia were somewhat excessive, but 
not noticeably offensive. The temperature was 102°F., the pulse-rate 120, 
respirations 56; she had passed four ounces of almost black urine. 

We could not make a diagnosis. Cinchonism and pneumonia were 
discussed, but they did not account for the severity of her condition. 
Some intense blood-destroying toxin was evidently at work and she died 
five hours later, 25 hours after delivery. 

Post-mortem. The post-mortem showed that she died of gas-gangrene, and, 
in considering the possible modes or routes of infcction, it must be noted that 
four vaginal examinations were made, the patient had had two enemata; 
the membranes were ruptured 48 hours before labour; the placental site was 
low and there was blood-clot behind it. 

Externally the most striking feature was the discolouration of the 
body, the whole skin being of a bright coppery-red colour. The body 
was swollen and bloated, and on incision the subcutaneous tissues 
were found to be full of gas. All the blood-vessels contained gas which 
came hissing out on incision of the larger ones, e.g. the jugular veins. 
The uterus showed marked infection with gas, disruption and disorganiza- 
tion of its muscle which was most marked in the lower portion above the 
cervical opening, where only a thin rind of healthy muscle existed beneath 
the peritoneum. All the abdominal organs showed marked infection with 
gas, and is shown in the specimens of the liver, spleen, heart and kidneys. 
The kidneys were embedded in an area of blood-stained retro-peritoneal 
tissue. 

Films from the blood showed the most intense infection with rod- 
shaped Gram positive bacilli and complete solution of all the blood-corpuscles. 
Cultures gave a pure growth of bacillus Welchii. This organism produces a 
powerful haemolysin and it is evident that extensive intravascular haemoly- 
sis must have gone on during life, and that this gave rise to the symptom 
of haemoglobinuria. 

A remarkable feature is the intensity of the generalization of the infection 
which has been clearly spread through the blood-stream. It is more diffuse 
and more precocious than the condition of fulminating gas infection met 
with during the war. 

The President, Professor LEYLAND RosiInson, said that the case showed 
the necessity for close liaison between pathologist and clinician. 

Professor DouGat said he had reported a somewhat similar case 
before the war. The case was one of antepartum haemorrhage and the 
vagina had been packed for about a week. In this case the patient died 
eight hours after delivery, although she had been very well before the 
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onset of labour. He thought in this case that the bacillus Welchii had 
become virulent by living on the dead foetus and then infected the mother. 

Dr..Duvat could recollect two similar cases in the Liverpool Maternity 
Hospital. In both cases there had been instrumental interference before 
the admission of the patients to hospital. 

Mr. GouGu, of Leeds, remembered having seen a very similar case. The 
patient arrived with a retained placenta, an offensive bubbling fluid was 
coming from the vagina. The placenta was left in utero and she was given 
anti-gas gangrene serum and anti-streptococcal serum. FEventually she 
recovered, but no placenta was ever extruded, and no portion of the 
placenta was ever seen. 

PRoFEssOR MILES PHILLIPs thought that some cases of rapid death 
after labour were due to acute streptococcal shock and not to pulmonary 
emboli. He had seen five cases of death shortly after delivery in which 
post-mortem examination had shown that the blood contained haemolytic 
streptococci. The infection had been too acute to allow of a marked 
reaction. 


At a meeting of the Society held at Leeds on Friday, April 28th, 1933, 
Dr. C. H. WatsH read a paper on 


HYDROCEPHALUS. A METHOD OF TREATMENT. 


Mrs. M. J. S., a primipara, aged 31 years, was admitted to Mill 
Road Infirmary in labour on April 16th, 1933. 

She was at term and stated that labour pains started at 11 p.m. on 
April 15th, but were slight and the intervals between the pains were long. 


On admission to hospital her general condition was excellent. The mem- 
branes ruptured spontaneously at 5.30 a.m. on April 16th. There was 
not any evidence of hydramnios. The pains continued to be weak and the 
intervals. to be long till the afternoon of April 18th, i.e. 54 hours after 
rupture of the membranes. I saw her at this stage. The foetus was 
presenting by the head, which was above the brim of the pelvis, and 
extended to the level of the umbilicus. The head felt like a tense cyst. 
The foetal heart-sounds were present and regular. The os was hardly 
sufficiently dilated to admit one finger. A diagnosis of hydrocephalus was 
made and confirmed by an X-ray photograph. 

After emptying the bladder with a catheter, one cubic centimetre of 
a solution of novocain, in a strength of two per cent, was injected into the 
skin and tissues of the abdomina! wall midway between the symphysis 
pubis and the umbilicus. A lumbar needle was then introduced through 
the abdominal wall and uterus into the hydrocephalic head. On withdraw- 
ing the stilette cerebrospinal fluid escaped under pressure and was aspirated 
by syringe. Thirty-eight ounces of cerebrospinal fluid were withdrawn. 
Another X-ray photograph, taken at this stage, shows the collapsed head 
entering the brim of the pelvis. Half a cubic centimetre of pituitrin was 
given; uterine action commenced; the contractions were regular and strong; 
the foetus was stillborn at 8.5 p.m., three hours after aspiration of the 
cerebrospinal fluid. The placenta was delivered normally. The foetus 
was a typical hydrocephalic male weighing five pounds without its two 
pints of cerebrospinal fluid and measuring 18% inches in length. It 
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had spinal bifida and talipes. An examination of the cerebrospinal fluid 
showed a slight increase of proteins and slight decrease of chlorides. 
Wassermann’s reaction was negative. The convalescence of the patient 
was normal. 

The interesting features of the case are: (1) The long first stage of labour 
with hardly any dilatation of the cervix. (2) The high head which made 
the vaginal withdrawal of the cerebrospinal fluid a difficult procedure 
under general anaesthesia. (3) The successful termination of labour within 
three hours of aspiration of the cerebrospinal fluid without any vaginal 
interference. : 

Conclusion. A method of treatment of hydrocephalus, when the head 
presents in labour, by aspiration of the cerebrospinal fluid through the 
abdominal wall is demonstrated in this case. The procedure is safe, 
easy, and clean. 

I can find: no reference in the literature on this subject regarding this 
method of treatment although most authors stress the difficulties of 
diagnosis, and the dangerous complications which might occur. 

The President congratulated Dr. Walsh on his paper. 

Mr. Stacey also congratulated Dr. Walsh on his paper. He pointed out 
that acu-puncture of the abdomen is a reasonable procedure without ill 
effects, in cases such as those described by Dr. Walsh. He cited the cases 
of hydramnios treated in this way by Rivett and reported by him to the 
Congress. He also had carried out this procedure in several cases of 
hydramnios. 

Mr. St. GEORGE WiLson defended the procedure of acu-puncture for 
hydramnios and hydrocephalus. He thought it would be of use in cases 
of hydrocephalus when there was extreme distension of the abdomen. 


Mr. WILLIAM GouGH described a case of 
OVARIAN PREGNANCY. 


The patient was aged 21 years. Menstruation began at the age otf 
II years; it recurred regularly every 28 days and lasted for five days. She 
had never suffered from dysmenorrhoea. The last menstrual period began 
nine weeks before the admission of the patient to the hospital. She had 
been married for six weeks. She had not had any children or miscarriages. 

On December 30th, after nine weeks of amenorrhoea she began to have 
a slight blood-stained loss per vaginam. This continued without any 
other symptoms till 6 p.m. on January 1st when she began to have severe 
lower abdominal pain with vomiting. The pain continued till she was 
admitted to the hospital at midnight the same night. 

She was pale. Her temperature was 97.2°F., pulse-rate 140, respirations 
30. The inferior part of the abdomen was rigid and tender. A vaginal 
cxamination was not made. 

’ The abdomen was opened through a right paramedium subumbilical 
incision. Blood immediately gushed out. This was mopped up, and the 
right adnexa were delivered. The right Fallopian tube was normal, but 
the right ovary had attached to it at the point of attachment of the ovarian 
ligament a round red mass the size of a golf ball. A rupture had taken place 
at one point. The mass was excised, the attachment to the ovary being 
secured by ligatures. 
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The left adnexa was normal. Some blood and blood-clot were mopped 
out of the peritoneal cavity: the abdomen was closed in layers. The 
condition was thought to be either a ruptured follicle or a ruptured 
ovarian pregnancy. The specimen was microscoped. 

The histological report stated, ‘‘A cystic space is present, containing 
blood-clot. Chorionic villi and syncytial tissue are present in the blood-clot. 
Organization is taking place in one part of the periphery. Part of the 
wall is very thin, but ovarian stroma is present in other parts.”’ 

After mild pyrexia for 10 days the patient made an uneventful recovery. 

The PRESIDENT thought this was a specimen of ovarian pregnancy. He 
said that the condition was relatively rare; when he presented such a 
specimen some years ago he found 60 cases in the literature. 


Mr. ALFRED GOUGH described a case of 


CARCINOMA OF CERVIX WITH PREGNANCY: WERTHEIM’S HYSTERECTOMY. 


Mrs. M. G., aged 37, the mother of seven children, sought advice on 
account of stabbing pains in the lower abdomen, backache, and discharge 
of a creamy and offensive nature. There had been amenorrhoea for three 
months. 

The size of the uterus corresponded to that of a three months’ pregnancy. 
There was a hard friable growth of the cervix with ulceration. The 
diagosis was confirmed by biopsy, which showed a squamous carcinoma with 
keratinization in parts. The patient at first declined any further treatment, 
and only consented after a delay of a month. She was then four months’ 
pregnant. 

The routine treatment of carcinoma of the cervix with radium was 
departed from in this case on account of uncertainty as to its effect on the 
foetus. It is well known that X-ray treatment may have deplorable 
results for the developing foetus, causing malformations and mental defi- 
ciency, but there seems to be little knowledge of the effect of radium. One 
would fear that both forms of radiation might produce similar results, so it 
was decided to treat this case by operation. 

On 22nd April, 1932, hysterectomy by Wertheim’s method was done. 
The operation was facilitated by the looseness of the connective tissue, due 
to the pregnant state. On the other hand, the increased vascularity of the 
pelvic organs rendered the control of the bleeding more difficult: 

The patient was critically il! for some time on account of urinary 
infection and anaemia, but she ultimately made a good recovery, and was 
well when examined six months later. 


Mr. ALFRED GOUGH described a case of 
MIxEp TuMouRS OF UTERUS: LEIOMA-MYOMA-SARCOMA. 


Miss H. S., aged 23, was sent to him on account of increased size of the 
abdomen, which she had noticed for 15 months. The menses had become 
more frequent, occurring at intervals of 14 to 21 days, but the quantity of 
blood lost was not increased. 


On abdominal examination, the tumour resembled the pregnant uterus. 
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The size was approximately that of a pregnancy at term. The consistence 
was soft and elastic, with firmer parts. A round prominence, resembling 
the breech of a foetus, could be felt at the fundus, and in the hypogastrium 
there was another round mass very much like a foetal head. The tumour 
did not fluctuate, and the evidence of free fluid in the peritoneal cavity was 
not present. On examination from below, the findings were totally differ- 
ent from those of pregnancy. The cervix was small and firm, and the 
pouch of Douglas was filled- by a tense round swelling. A provisional 
diagnosis of an ovarian tumour, probably malignant, was made. 

At the operation on the 27th March, 1933, the abdomen was opened 
by an incision extending from the symphysis pubis to a hand’s breadth 
above the umbilicus. The tumour, at first sight, looked like a pregnant 
uterus, smooth, purple and soft, but further investigation showed it to be 
a tumour of the uterus. The ovaries were three or four times larger than 
normal, and, as the tumour was obviously malignant, they were removed 
with the uterus. The tumour was not adherent to surrounding structures. 
The blood-vessels were considerably enlarged. The operation caused slight 
shock; but the patient’s recovery was uneventlful. 

The tumour weighs 17% pounds. It approximately retains the 
pyriform shape of the uterus; it possesses large, smooth, lobar prominences. 
On section there is a diffuse neoplastic change which involves almost the 
eutire uterus. Some parts are firm, like a myoma, other parts are soft, 


and some are brain-like. 

The histological report, by Dr. Carmichael, states that, ‘‘This is a 
tumour of malignant character of muscular origin. The histological character 
of the tissue varies greatly even within small areas, the growth being 


composed of cells which vary from fully differentiated plain muscle fibres, 
through grades of increasing malignancy, to small round cells of completely 
undifferentiated type. There is advanced myxomatous degeneration of the 
tumour. The enlargement of the ovaries appears to be due to a patchy 
myxomatous degeneration of the ovarian stroma.”’ 


The PRESIDENT suggested that the Society should at some future date 
discuss the important subject of the treatment of carcinoma of the cervix 
curing pregnancy. It might be worth while comparing the results of 
radium therapy and Wertheim’s hysterectomy. 

Mr. St. GEORGE WILSON described a successful case treated by radium. 
The child died during the tenth month of gestation. 

Mr. W. GouGu criticized his brother for not having ascertained for the 
last six months whether his patient was alive, or otherwise, he said that 
in his experience, however treated, patients with carcinoma of the cervix 
during pregnancy died within one year of treatment. 


Mr. A. A. Davis read a paper on 


THe PRESACRAL NERVE. 

The surgery of the sympathetic nervous system has provided one of the 
most fruitful therapeutic fields within recent years, and it was inevitable that 
its application to strictly gynaecological problems should be sought with 
increasing interest. Hitherto, work on this subject has been limited almost 
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entirely to the Lyons Schoéol of Surgeons in France, but of late discussion in 
this country has been much in evidence, more particularly in connexion with 
that part of the pelvic sympathetic system which has been called by Latarget 
the presacral nerve. As a preliminary to surgical intervention we have 
endeavoured to establish a reasonably standard anatomical description of 
this structure, and I propose this evening to consider the anatomy in some 
detail, and then to survey the modern knowledge of the physiology of the 
nerve, its pathology, and the technique of its resection; together with the 
published results of the operation. 

The exact configuration of the presacral nerve has given rise to more 
controversy among anatomists during recent years than any other subject, 
and although much of the disagreement is academic, the basis is of paramount 
importance to the surgeon, who necessarily wishes to know what the struc- 
ture he is attempting to remove looks like. The older anatomists described it 
vaguely and under a variety of names. Haller, Sappey, Tiedmann, Valentin, 
and Schwalbe all described it as a complicated plexus, the continuation down- 
wards of the so-called pre-aortic plexus, a structure which actually does not 
exist. Lee described a single nerve, Hirschfeld a wide plexiform nerve, 
Henle two widely separated parallel intercommunicating nerves, Swan and 
Beck a wide plexus of many fine parallel nerves, and Dahl both illustrate the 
arrangement of fine parallel nerves originally described by Swan and Beck, 
while Deaver and Ranson similarly repeat Sappey’s initial spider’s web 
description. It is, however, only in recent years that any attempt at careful 
investigation into the anatomy of the plexus has been undertaken; most 
notable among these researches being those of Hovelacque, Latarjet, Segond, 
Roussel, Ferey, and Kalberg. Painstaking and exhaustive though this work 
has been, possibly because of these factors, the variations in the findings of 
different writers on the morphology*of the plexus are even wider than those 
exhibited by the older authors. According to the former, the plexus may 
present itself as a single median nerve or as a widely-meshed plexus occupy- 
ing the space between the common iliac arteries, with all variations between 
the two extremes. Some idea of the extent of this variation may be obtained 
from the following analysis of the findings of different workers. Hovelacque, 
from his investigations in 100 dissections, concludes that although it may be 
single, double, occasionally appearing as a single trunk with two lateral 
smaller ones joining above and below, or a plexus, it is “ usually a widely- 
fenestrated plexus of several main trunks.’’ Kalberg investigated the 
anatomy of the plexus in 38 dissecting-room cadavers of all ages, varying 
from one month to 78 years. In 23 cases a plexus of three or four parallel 
intercommunicating nerves was present. In seven, two single, and larger, 
nerves ran nearly parallel over the fifth lumbar vertebra, meeting for a very 
short interval at the middle of their course. In only eight was the plexus 
represented by a single nerve, and of these, four were in females. Ginanello 
in 32 cadavers found a plexus in 53 per cent, a single cord in 22 per cent, 
two groups of nerves in 15 per cent, and two single nerves in Io per cent. 
Delmas and Laux found a true plexus formation in 80 per cent of 20. dissec- 
tions, with a single nerve in the remainder. Cordier, dissecting eight bodies, 
encountered the plexus in all cases as a “‘ flat irregular band, made up of 
dense fibres united to each other by short anastomoses and fibrous tissue.’’ 
Latarjet has repeatedly asserted his belief that it usually manifests itself in 
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the form of his single presacral nerve, an opinion which, although formerly 
adopted by his surgical colleague Cotte, has latterly been discarded by that 
authority in his modified operation for resection of the presacral nerve, the 
technique of which is based on the occurrence of more than one nerve in the 
plexus. Bergier and Morrison-Lacombe both agree with Latarjet’s concep- 
tion of the single nerve. Roussel found “‘ a single cord ’’ in 75 per cent of 
his dissections, ‘‘ a wide plexiform cord ’’ in 25 per cent, and ‘‘ a widely- 
meshed plexus ’’ in five per cent. The same author quotes Le Grand to the 
effect that in four patients on whom that surgeon performed the operation of 
presacral sympathectomy, the nerve presented itself as a clearly-cut ,cord in 
three, while in-the fourth there was a wide plexiform arrangement. Ferey, 
from the result of his dissections in 15 cadavers, would entirely reverse 
Roussel’s figures. He found a plexus present in 13 cases, 85 per cent, two 
cords in one case, and a single uerve in the last. He considers that in the 
majority of cases the plexus exhibits itself either as a flat plexus, 33 per 
cent, or as several fine parallel nerves, 55 per cent. Jianu, Tzovaru, and 
Bratiano examined nine presacral nerves removed by them at operation. In 
all cases there were ‘‘ several fairly big nerve bundles of three to five milli- 
metres in width with fine transverse anastomoses, the whole forming a wide 
sheet named by them the “‘ presacro-lumbar plexus.’’ Bernard and Theodo- 
resco, in their operative series, found ‘‘ seven or eight fine filaments ’’ in 
four cases, ‘‘ two fairly big nerves ’’ in three, and three fine parallel nerves 
in an eighth. Laux states that a plexus is present in 80 per cent. Learmouth, 
quoting a similar percentage, suggests that the usual arrangement found at 
operation is one of two parallel nerves with many intercommunications. 
Delmas and De Rouville, stressing its variability, state that the plexus usually 
takes the form of ‘‘ a plexus of anastomosing nerves in a fine connective- 
tissue sheet triangular in shape, the fibres being condensed at the border of 
the triangle. . . . A single nerve is unusual.’’ Segond found in his dissections 
that the plexus presented itself ‘‘ much more often as several multiple nerves 
than condensed into a single nerve.’’ Mornard did not find a single nerve 
in any of his three operative cases, and considers it the exception to find one. 
Binet and Beau consider that a single presacral nerve is exceptional. 
Hartmann-Weinberg, investigating the anatomy of the plexus in man and 
the anthropoids, found it to consist in all cases of a series of three to 
five fine parallel nerves. Fontaine and Hermann state that, ‘‘ It has been 


our experience that the nerves are usually in plexus formation, and rarely 
combined into a single trunk.”’ 


The foregoing résumé reveals a variety of opinions on the anatomy of the 
superior hypogastric plexus almost bewildering in their apparently funda- 


mental differences. A considerable number of competent authorities is shown 


to have investigated the question in both its anatomical and surgical aspects, 
yet, although collateral work exhibits fairly general agreement concerning the 
origins and connexions of the plexus, the actual form it adopts, both in the 
cadaver and at operation, remains the subject of the liveliest disagreement. 
Every type of nerve arrangement has been found by different observers, each 
of whom suggests that the conformation described by him is typical of the 
majority of cases. There appears no possibility of correlating these separate 
opinions, but it will be noticed that most of the later work, emanating as it 
does from the two great French schools of neurological anatomy at Paris and 
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Lyons, has tended to drift into a series of verifications and contradictions of 
the original findings of their respective directors, who may be taken as 
representing the extreme of modern opinion on the subject—very adequately 
expressed by Latarjet’s denomination of ‘‘ presacral nerve ’’ as opposed to 
Hovelacque’s ‘‘ superior hypogastric plexus.’’ 

Which, then, of these two divergent views is the correct one, and in what 
way has the difference arisen? In an attempt to elucidate this problem I 
recently made a series of 69 dissections in cadavers of various types, foettis 
and stillborn children. In addition the presacral nerves removed at opera- 
tion were teased out for the same purpose. I found a variety of types of 
plexus or nerve present as wide as that I have already recounted, but pro- 
viding a fairly easy basis for classification. Before proceeding to this, how- 
ever, I should like to show you some photographs and drawings illustrating 
the extremes of this variety. 

It will be noticed that in fresh specimens. and in the case of the operative 
pieces, a plexus is usually found, and not a single presacral nerve, and I 
believe that this fact provides one of the solutions to the controversy. I do 
not think there is any doubt that condensation of the connective-tissue in 
which the nerves of the superior hypogastric plexus lie, occurs to a more 
considerable extent than has hitherto been recognized, accounting for the high 
incidence of apparently single presacral nerves in preserved specimens. This 
is further illustrated by the fact that often an apparently single presacral 
nerve can often be further dissected without much trouble into two or more 
constituents. In short, age and preservation may convert a true superior 
hypogastric plexus into an apparently single presacral nerve, while close 
dissection may reverse the sequence. It would appear, therefore, that the 
variations described by different authors are the result of different standards 
rather than of different observations.. The question remains, which of these 
standards is the one to be accepted? Latarjet claims that the fine dissection 
which subdivides his presacral nerve exceeds the limits of ordinary anotomical 
separation, but the comparative ease with which this may be accomplished, 
as compared with the difficulty in separating a peripheral spinal nerve into 
its constituents, negatives such a statement almost completely. Furthermore, 
from the surgical standpoint, and it is here that precise detail is so important, 
the infrequency with which a single nerve is encountered at operation ha§ 
been emphasized by almost all authorities, including Cotte himself. It is 
inevitable, therefore, that Latarjet’s standard must be rejected on all grounds, 
and that description based upon more complete dissection of the plexus 
remains the only accurate index of its morphology. This, however, by no 
means excludes the advent of a true single indivisible presacral nerve in a 
not inconsiderable number of cases. Using this index, my own cases may 
be classified and enumerated as follows: 

Taken separately, the nerves removed at operation were arranged in 
nearly all cases in a complicated plexiform manner. Whether this was the 
effect of excessive teasing-out, or whether it represents a true anatomical 
picture, it is difficult to say, but one is inclined, in view of the other findings 
recorded above, to suspect the former of playing a considerable part in the 
result, which should, therefore, be taken reservedly. Perhaps the same 
fallacy is responsible for the similar reports of other writers. 

The relations of the plexus. The superior hypogastric plexus lies behind 
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the peritoneum, somewhat to the left of the middle line, upon the bodies of 
the fourth and fifth lumbar vertebrae, from which it is separated by a dense 
sheet of fibre-cellular connective tissue. This fibrous lamina is easily separable 
from the plexus throughout the latter’s course, and is similarly separable 
from the lumbar vertebrae behind, the middle sacral artery intervening 
between it and the bone in the mid-line. Below the promontory it rapidly 
becomes adherent, eventually merging with the sacral periosteum. The 
anterior surface of the plexus is similarly covered by a finer, but still definite, 
layer of connective tissue, the locally condensed subperitoneal areolar tissue. 
The two laminae fuse at the lateral borders of the plexus, which is thus 
isolated within a fibrous sheath. This disposition is of considerable practical 
importance, as it allows of complete extirpation of the plexus without isola- 
tion of its constituent nerves or of danger to the subjacent vital structures, 
providing that rupture of the middle sacral artery is eliminated by avoiding 
encroachment below the promontory. The relation of the plexus to the great 
vessels varies with the level of the aortic bifurcation and the direction of its 
branches. In the adult the level of the bifurcation is more variable than is 
usually appreciated, with the result that the plexus may be entirely pre- 
osseous or entirely pre-venous, with intermediate variations. As a rule, half 
of it lies upon the left common iliac vein and half upon the bone. Old 
age, deformity and arterio-sclerosis distort the iliac vessels considerably, and 
and subsequent asymmetry is responsible for a certain amount of relative 
variation. The pelvic meso-colon with its contained vessels is usually situatea 
completely to the left of the plexus. In some cases, however (Roussel 15 pet 
cent, Cotte one per cent, Elaut eight per cent, Bernard one case, my own 
series two cases), it transgresses the mid-line, and lies directly anterior to the 
plexus, which can then only be reached by incision through the two layers 
of the meso-sigmoid and dissection between its contained vessels. The lef: 
ureter is similarly usually situated well to the left of the plexus, but in those 
cases in which the latter is displaced leftwards, it may attain a very close 
relation. In a case described by Bernard and Theodoresco, the third part 
of the duodenum completely covered the promontory. I have never encoun- 
tered this rare relation, but its occurrence is of importance from the surgical 
point of view. 

Physiology. Considering the obscure state of our knowledge of the 
physiology of the sympathetic system in general, it is hardly surprising that 
the physiology of the presacral nerve in particular should be almost unknown. 
But I should like to draw your attention to one or two facts of significance in 
this connexion: (1) One third of the fibres in the presacral nerve are centri- 
petal. (2) Katz, Meltzer, and Rotter have shown that Lennander’s original 
idea that the viscera are insensitive to ordinary stimuli, was wrong. Anatom- 
ically, this means that the sympathetic nervous system must be viscero- 
sensitive. (3) Section of the presacral nerve relieves pain in the pelvic viscera. 
(4) A painless and precipitate labour followed resection of the presacral nerve 
in a case of Dr. Addis. (5) Following resection of the presacral nerve, the 
bladder and rectum show increased frequency and ease of emptying. (6) 
Resection of the nerve appears harmless to all the pelvic functions. 

The indications for operation. These may be classified as follows: (1) 
Severe dysmenorrhoea which has not reacted to medicinal and minor surgical 
procedures. (2) Severe intractable pelvic neuralgia. (3) Cystalgia and pelvic 
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neuralgia of inoperable pelvic carcinoma. (4) Intractable pruritus vulvae et 
ani. (5) Asa corollory to other operative procedures in cases of long standing 
pelvic pain. 

The operation. Although Cotte originally performed and described the 
operation of resection of the presacral nerve, his method is merely a slight 
modification of one devised by Leriche, who, however, did not lavish much 
of his usual enthusiasm upon it. The actual technique and difficulties of the 
operation have been recently described by one of us, and only an outline may 
be suggested here. 

The results of the operation published to date: You will notice that Cotte 
himself is responsible for about half the number of operations, and that his 
results are magnificent. Most of the rest show extremely good results, 
although Fontaine (not included) had a death. But most of the periods of 
follow-up are extremely short, and their authors are too enthusiastic; close 
examination often reveals that the word ‘‘.cure’’’ has been used somewhat 
elastically. Again, in nearly all the published cases some other major opera- 
tive procedure accompanied the resection of the presacral nerve, a very 
fallacious detail. But the operation does appear to have a definite sphere of 
application in occasional cases, in which its results may be striking, and one 
feels certain that with the wane of the present wave of enthusiasm the pro- 
cedure will be included in the rapidly diminishing list of beneficent surgical 
operations. 

The PRESIDENT congratulated Mr. A. A. Davis on his excellent paper 
which must have necessitated so much work, including no less than 69 dissec- 
tions. He said the society would look forward to his clinical results and any 
further investigations which he might undertake on this subject. 

Mr. W. GouGH suggested that if the operation of presacral sympathectomy 
cured cases of pruritus vulvae it was a most valuable operation. 





